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Tue multilocular proliferating glandular pseudomucinous cyst of 
the ovary varies exceedingly in its characters. Sometimes it appears 
as a simple non-adherent cyst, with thin mucilaginous easily flowing 
fluid contained in one single loculus, on whose inner surface bands, 
bridles or imperfect septa bear witness to the essential multilocularity 
of the cyst. At the other end of the scale a firm, solid, gelatinous 
tumour made up of jelly in a multitude of small loculi with delicate 
transparent walls hovers on the brink of malignancy. Between these 
extremes is found every possible gradation. 

The cysts that border on or pass into malignancy often give no 
indication of their peculiar nature until an operation for their 
removal is begun. Then surprise may be caused by the abdominal 
incision opening directly into a firm, gelatinous mass that fills more 
or less completely the whole of the peritoneal cavity. The material 
adheres closely to the peritoneum covering the abdominal wall, the 
intestines, and all the other organs; the omentum is usually invaded 
so as to form a broad, thick, hard plate; and collections may have 
made their way into the upper part of the abdomen, where they are 
found between the diaphragm and the upper surfaces of the liver, 
spleen and stomach. 

When ovariotomy began to be practised frequently cases of this 
nature were soon met with, and were included under the term 
“colloid cancer” of the peritoneum or of the ovary. They were 
usually dealt with by partial evacuation of the jelly-like material and 
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drainage, with disastrous results. Spencer Wells, in his third case 
operated upon on Nov. 5 1858, gives a good description of the 
specimen removed—a gelatinous cyst with an immense number of 
imperfect alveoli, from the size of a pea to that of a small apple; the 
alveoli were filled with a semi-opaque, jelly-like substance, in con- 
sistence from that of a firm jelly to that of white of egg. (Diseases 
of the Ovaries, by Spencer Wells, vol. i, Churchill, 1865. Among 
the 114 cases in this volume two typical cases of pseudomyxoma 
of the peritoneum are found in Nos, 96 and 107 (pp. 244, 284); in 
both death followed upon operation.) In his book on Diseases of the 
Ovaries, published in 1872, p. 55, Wells says :— 


“The tendency of the cystic form of tumour to degenerate into . 
that known as colloid cancer is very apparent..... The colloid 
cancer is a sort of intermediate form of disease, having intimate 
alliances and resemblances, on the one hand with the innocent 
single cysts, and, on the other, often being intermingled and 
confused with the most rapidly spreading and malignant cancer 
growths.” 


In his Tumours of the Ovary, etc., published in 1884, Doran 
says (p. 15) :— 


“True colloid changes produce the characteristic pale-orange, 
jelly-like material that gives great trouble to the operator, as it 
cannot run through the canula, and when broken up by the hand 
much hemorrhage into the cavity of the tumour is often set up 
before the pedicle can be reached and secured; besides, the main 
wall of the cyst is usually soft in these cases, and easily ruptured 
by the fingers or knuckles, yet it is particularly advisable not to 
allow any colloid material to escape into the peritoneal cavity.” 


Again (p. 109) :— 


“Tn the cases of ruptured colloid cysts which I have observed 
peritonitis invariably existed; the omentum, when bathed by 
colloid fluid for a prolonged period, becomes very much thickened, 
and looks like a mass of boiled sago with small blood-vessels 


running over it.” ....... One of these colloid cases was very 
remarkable. The patient was a healthy woman about thirty-five 
years of age; ....... On laying open (the peritoneum) several 


pounds of free colloid material escaped, or were removed by the 
hand of the operator, and the cyst was found to be widely rent, 
with exceedingly soft walls, and with a deep pelvic adhesion. 
The peritoneum was found to be intensely injected when it was 
exposed ; yet, notwithstanding the extreme degree of extravasation 
of colloid material and these objective evidences of peritonitis, the 
clinical symptoms of that disease were absent.” 
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In the Obstetrical Transactions, vol. xxiv, 1882, p. 93, is a case 
recorded by Dr. John Williams, the only one of the kind recorded in 
the Transactions of the London Obstetrical Society.. It was shown 
as a dermoid cyst of the ovary with a myxomatous growth of the 
peritoneum, and occurred in a married multipara of 50, who had 
noticed enlargement of the abdomen for about nine months before 
her sudden death from syncope. A good account is given of the post 
mortem appearances by Victor Horsley. 

In addition to the term colloid cancer of the ovary or peritoneum 
various other names were applied to the condition. Pseudomyzo- 
matous degeneration of the peritoneum (Mennig) and chronic 
pseudomyxomatous peritonitis (Virchow) suggested that the peri- 
toneum with the primary seat of the disease. J/yeoma of the ovary 
(Netzel) ascribed the gelatinous effusion to the organ in which it 
usually originates. In 1884 Werth showed that the myxoma-like 
masses arose from a burst ovarian cyst, and that the peritoneum did 
not secrete the material, but, on the contrary, put out fine connective- 
tissue processes with newly-formed vessels in the futile attempt to 
absorb the firm jelly; the affection of the peritoneum was thus 
secondary, a plastic chronic inflammation due to the presence of 
foreign matter in contact with the surface of the serous membrane; 
he suggested the name pseudomyzoma of the peritoneum for the 
condition. Soon afterwards Olshausen and Ackermann demon- 
strated the presence of fresh living cylindrical epithelium in the 
jelly-like masses and proved that in at least some instances true 
metastases are formed at a distance from the primary growth in the 
ovary. A further proof of the occurrence of true secondary deposits 
was found in the renewed growth of enormous masses of similar 
material after the removal of the ovarian tumour. 


FREQUENCY oF PsEUDOMYXOMA. 


In the course of my own practice I have met with six typical 
cases of pseudomyxoma of the peritoneum. To the end of 1911 I 
had operated on 331 patients with tumours of the ovary, among 
which were included 144 glandular pseudomucinous cysts. The 
proportion of pseudomyxoma among these latter was, therefore, 
rather higher than 4 per cent., which would appear to be unusually 
large. 

Gelatinous cysts of the ovary do not always give rise to pseudo- 
myxoma of the peritoneum. It has, of course, to be remembered 
that in many large ovarian cysts the contents of the small loculi 
at the base are firm and gelatinous, the peculiarity in the cases 
under consideration being that the contents are jelly-like even in the 
largest loculi, instead of the consistence becoming thinner in 
proportion to the increasing size of the alveoli, as is the rule. 
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Unrvurrurep GELATINOUS OVARIAN CysSTADENOMA. 


In addition to the 6 cases of typical pseudomyxoma there have 
been among my 144 glandular cysts 5 others in which the contents 
have been gelatinous, although there has been no extensive effusion 
into the peritoneal cavity. These are briefly alluded to here for the 
sake of completeness. A Martin (die Krankheiten der Eierstocke, 
etc., 1899, p. 662) states that 6 of his cases had contents of syrupy 
consistence, and to these he adds 6 older cases from his experience. 
In four of the 12 cases the cyst had burst, and the condition was 
one of myxomatous peritonitis; no details are given of the other 
8 cases. It would appear, therefore, that in from one-third to one- 
half of the cases of firm gelatinous glandular cysts coming to 
operation, the cyst has burst and diffused its contents, giving rise 
to typical so-called pseudomyxoma of the peritoneum, 

In 4 out of my 5 unruptured firm gelatinous cysts the patients 
were single women; the fifth was a vi-para. Three of the women 
were under 40, so that, as will be shown presently, there was a 
marked difference from the class of patient in whom pseudomyxo- 
matous peritonitis is found. In most of the cases a certain quantity, 
usually small, of free soapy exudation was present in the peritoneum, 
although no rupture or perforation of the cyst could be made out. 

One of the cases is of peculiar interest, in that after removal of a 
right-sided cyst, a second one grew in the left ovary to the weight of 
3 lbs, within 5 months; the left ovary had been observed at the first 
operation to be shrivelled and senile in appearance. The second 
cyst had burst, discharging a large quantity of mucoid fluid into the 
peritoneal cavity. Both cysts were proved by the microscope to be 
simple glandular in structure. This case was further of interest in 
that the patient had a fibromyoma and later developed carcinoma of 
the body of the uterus, of which the first symptom appeared within 
a year of the second ovariotomy, the patient dying about six years 
later. The removal of the two ovaries caused regression of the 
fibroid, but did not prevent the subsequent malignant development 
in the uterus, an important condemnation of the operation of double 
odphorectomy for uterine fibroid. 

Among the 6 ovarian tumours in the 5 patients under considera- 
tion 3 had twisted pedicles, an occurrence that was not noted once in 
my 6 cases of pseudomyxoma, although it may have been present in 
Case i. In another of the unruptured cases the tumour grew 25 years 
after a cyst of the other ovary had been removed. 

In addition to my 11 cases of solid gelatinous ovarian tumours, 
a patient, probably belonging to the same group, died in the General 
Hospital in the year 1898; and this case is of peculiar interest in that 
there was a large metastatic growth in the middle lobe of the right 
lung. The patient had been operated upon 7} years previously by 


Ue 
‘ 


Wilson: Pseudomyxoma Peritonei 195 


the late Professor Taylor, to whom I was indebted for brief particu- 
lars of the operation. 


E. G., aged 32, was operated upon by Professor J. W. Taylor on 
November 24 1890; double ovariotomy; the larger tumour, that of 
the left side, half solid, papillomatous in one part, weighed 2 lbs.; 
considerable fluid in the abdomen. The woman continued well for 
seven years until three months before her admission to the General 
Hospital on February 14 1898. She then complained that there had 
been general rheumatic pains and wasting, and that for five weeks 
the right leg had swelled; two days after admission the left leg 
also began to swell. The patient was very ill, rapidly became worse, 
and died on March 7. At the autopsy, which was made by Dr. 
Stuart MacDonald, a mass of new growth containing mucus, was 
found occupying the middle lobe of the right lung. An embolus 
was present in one of the large branches of the pulmonary artery 
leading to the lower lobe of the right lung. In the right iliac fossa 
a growth, the size of a cocoanut, sprang from the ilium close to the 
pelvic brim; on section viscid and tenacious fluid of a brown colour 
escaped; the growth was extremely cystic and contained a large 
amount of mucin. Microscopical sections of the growth in the lung 
resembled those of proliferating ovarian cyst. 


INCIDENCE OF PsEUDOMYXOMA, 


In age, parity and relation to the menopause my experience agrees 
closely with the results of Strassmann in his 36 collected cases. 
Pseudomyxoma of the peritoneum occurs most frequently between 
the ages of 40 and 60; it is uncommon below 30, and is occasionally 
seen in women of more than 70 years of age. Of my 6 patients, the 
youngest was 38 and the oldest 74; the other 4 were between 40 and 
60. The affection is uncommon in single women, and is most 
frequently found in married multipare. My youngest patient was 
single, all the others had been married and borne children; one was 
a widow, and one was operated upon a fortnight after delivery of 
her sixth full-term child. Only two out of 29 of Strassmann’s cases 
occurred in single women; of 22 married patients only one was 
nulliparous. Menstruation is usually not affected, but a large 
proportion of the women have already passed the menopause. In 
3 of my cases the menopause had occurred at the ages of 43, 50 
and 51; in one woman, aged 48, the periods had been irregular and 
scanty for 15 months, until three months before the operation, when 
they again became regular and normal. In a fifth case the periods 
were unaffected. The sixth patient was pregnant; labour was 
normal at full term, and uterine involution appeared to be proceeding 
at the normal rate. ‘i 


if 


196 Journal of Obstetrics and Gynecology 


CuinicaL Course. 

The onset, symptoms and physical signs do not differ remarkably 
from those of the ordinary glandular cyst of the ovary. The growth 
is generally rapid, the abdomen attaining a large size in a com- 
paratively short time, as a rule within a few months. Pain is often 
absent; there is neither tenderness nor notable evidence of irritation 
of the peritoneum, General emaciation is common and may be 
rapid. Among my 6 patients enlargement of the abdomen without 
pain had been noticed for from 3} months to 9 months, and was 
the first symptom in 4 cases, including one in which the abdomen was 
noticed at the third month of pregnancy to be unusually large. In 
one patient the breast had been removed for cancer by Mr. Gilbert 
Barling four years previously, and the first symptom was abdominal 
pain, followed a month later by enlargement. In the sixth case, 
swelling of the legs was noticed two months before the abdominal 
enlargement. Weight and aching in the lower abdomen was 
complained of in one case, and in two others there was complaint of 
abdominal pain. General emaciation was a notable symptom in 
two-thirds of the women; two of them had noticed that they were 
passing very little urine. The time between the appearance of the 
first symptom and operation was less than four months in 2, and in 
none more than 11 months; the growth is, therefore, unusually 
rapid, an observation that again agrees with that of Strassmann. 

The physical signs are those of a large ovarian cyst, the outlines 
being as a rule not very well defined, and the consistence elastic. 
Enlarged veins were present to a notable extent in every one of my 
cases. The umbilicus was natural in one case, obliterated or pouting 
in the others. A fluid thrill was usually to be obtained with greater 
or less distinctness, but was absent in one of my cases. Signs of free 
fluid were only found in one case where there was a well-marked 
dipping sensation through fluid on to the surface of a solid body. 
Tenderness to palpation was noted only in one of the patients, the 
one who had been delivered at full term a fortnight previously. In 
nearly every case internal pelvic examination enabled the lower 
convex end of a cyst to be made out with fair distinctness; this was 
above the brim and to one side in 2 cases, in front of the retroverted 
uterus in 2, and behind the anteverted uterus in another case. 
The very free mobility of the uterus floating in free fluid, as in 
ordinary cases of ascites, is never present in the cases under 
consideration. The organ is more or less tightly tethered and 
displaced in close relation with the lower end of the cyst, in the 
same variety of ways as in ordinary glandular ovarian cysts. 

In none of my patients was any symptom or sign elicited that 
pointed to a previous rupture or perforation of the cyst wall, and in 
none of them was the diagnosis of the peculiar nature of the ovarian 
affection suspected until the abdominal incision was made. 
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PaTHoLoGicaL ANATOMY. 

Pseudomyxomatous peritonitis arises in a glandular cyst of the 
ovary in an immense majority of cases. In a small minority an 
affection in any respects similar has its origin in the vermiform 
appendix; of this variety about 12 cases have been recorded, mostly 
in males. In this communication it is proposed to deal only with 
the ovarian variety, 

The ovarian cyst in the cases under consideration is a multilocular 
one made up at its base of a very large number of small and medium- 
sized loculi, from the size of a millet seed or less to that of a walnut. 
The loculi are filled with the characteristic gelatinous material, 
transparent, homogeneous, and either colourless or faintly tinged 
yellow or green; and they are divided by very delicate transparent 
connective-tissue septa, thinner than tissue paper, and lined by 
columnar secreting epithelium which is the source of the gelatinous 
material. The epithelium is arranged in a single regular layer, and 
is seen in different stages of rest and activity. When at rest or 
discharged, the cells have a finely-granular protoplasmic body with 
an oval, darkly-staining nucleus placed vertically at about the 
middle of the cell. When the cells are moderately filled with 
secretion this is collected in the central or distal part of the cell 
which becomes clear, glassy, translucent and swollen; the base of 
the cell is still formed of finely granular protoplasm, and the nucleus 
is placed at the junction of the two zones. In a still later stage the 
cell is seen filled to bursting point with a clear opalescent secretion 
continuous with the jelly-like material of similar appearance that 
occupies the loculus; the basal part of the cell’s protoplasm often 
cannot be seen and the nucleus is thrust down to the attached end. 

The pedicle of the cyst was well formed in 4 of my cases, in one 
of which there was a hematoma around the ovarian vessels, for which 
no cause could be made out. In one instance the growth had 
invaded the broad ligament, and at the operation there was some 
difficulty in clearing the disease at the lower end. In the sixth 
instance there was a pseudo-intraligamentary pedicle, the cyst having 
developed in an ovary bound down by old firm adhesions. 

The Fallopian tube is generally normal and unaffected, but may 
be embedded in the gelatinous exudation, as in case ii, or adherent 
to the surface of the ovarian cyst. The mesosalpinx is usually free, 
but may occasionally be found opened up by the growth of the 
ovarian cyst, as in one of my cases, 

In none of the 6 cases was the second ovary affected by the new 
growth; in the case with pseudo-intraligamentary development the 
appendages of the opposite left side were fixed among themselves, 
and to the side of the pelvis and back of the broad ligament by old 
dense fibrous adhesions; these had involved the ureter, leading to 
its dilatation and to hydronephrosis. In one case there was a 
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dermoid loculus in the midst of the ovarian cyst; a similar 
concurrence has been noticed several times by other observers 
(Strassmann, John Williams), and is besides not very uncommon 
in connection with glandular ovarian cysts in general, 

In 2 of my 6 cases the uterus contained fibromyomata. In the 
third case the uterus a fortnight after delivery at term was apparently 
undergoing normal involution. 

The gelatinous material is alkaline in reaction; it swells up and 
gradually dissolves in normal saline solution, and in weak potash, 
but is not soluble in acetic acid. In 3 of the cases the jelly was 
tested for the presence of pseudomucin with a positive result in each, 

Towards the distal pole of the ovarian tumour the loculi become 
larger and the capsule of the tumour, as well as the dividing septa, 
becomes even more delicate and thin, until finally it gives way at 
one or more places, and the jelly-like material oozes quietly into the 
peritoneal cavity. This process appears never to give rise to definite 
symptoms; it would seem to occur in a gradual and gentle manner 
as the result of a mere dehiscence, and not of a violent or sudden 
perforation or rupture. When rupture has taken place the jelly-like 
material continues to be poured out in large quantities into the 
peritoneal cavity, where it comes in contact with all the organs. 
The tenacious consistence appears to prevent the material sinking 
by gravity into the lower part of the eavity and pelvis; in this 
respect it differs markedly in its behaviour from free limpid fluid. 
The jelly appears to have a tendency to be carried into the upper 
parts of the cavity where it is commonly found between the 
diaphragm and the upper surfaces of the liver, spleen and stomach. 
In most cases the omentum soon comes into intimate relation with 
the effused jelly; sometimes it is found adherent to the upper front 
of the ovarian cyst; more commonly it is free, but surrounded and 
infiltrated by the gelatinous material, forming a broad thick firm 
plate, the so-called omental cake. In 4 of my cases the omentum — 
was transformed into an omental cake; in case v it was not affected; 
in the notes of Case iv its condition is not mentioned. 

The parietal peritoneum is thickened, opaque, and has lost its 
gloss; where the gelatinous material is more closely in contact with 
it, the surface is often found velvety or granular, or covered by fluffy 
adhesions after the jelly is washed away. The peritoneum covering 
the uterus, the bladder, the appendages of the opposite side, and the 
intestines, presents similar appearances where the jelly-like substance 
has been adherent. Occasionally, numbers of small transparent 
prominences, like boiled sago grains, are seen or better felt on some 
parts of the peritoneum. These were notably present on the pedicle 
and back of the broad ligament in Case i, and over the intestinal 
walls in some of the other cases. In Case ii innumerable small cysts 
were found growing in the pelvic peritoneum at the autopsy on the 
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patient dead from a psoas abscess more than two years after the 
operation for pseudomyxoma. In Case vi there was a cyst, the size 
of a walnut, in the subperitoneal tissue of the abdominal wall, and 
another of about the same size burrowing under the peritoneum on 
the posterior aspect of the ileo-ceecal junction; under the microscope 
no epithelial lining could be made out in these two cysts, which, 
therefore, did not appear to be metastatic, but due rather to attempts 
on the part of the subserous tissues at absorption or encapsulation of 
the gelatinous effusion. 

The affection of the peritoneum and omentum in these cases has 
given rise to much puzzling and discussion. Mennig, and, lately, 
Westermark and Annell, have considered the gelatinous mass to be 
the product of a specific peritoneal affection of the nature either 
of a myxomatous degeneration or of a chronic productive inflamma- 
tion. In the subserous tissue spaces are often seen filled by 
translucent faintly-stained material, which may give the impression 
of a mucous degeneration of the connective-tissue. These appear- 
ances are, however, almost certainly due to attempts on the part 
of the tissues to absorb the jelly-like material, which is probably 
softened and partly liquefied by the action of the endothelium or of 
a serous exudation, and then penetrates into the lymphatics or tissue 
spaces. Where the gelatinous material is in close contact with the 
surface of the peritoneum or omentum the endothelium is sometimes 
seen to be quite intact and unchanged; more frequently, the endo- 
thelium is lost, and filaments, bands and lamelle of delicate 
connective-tissue grow out from the subserous connective-tissue and 
penetrate the jelly, carrying thin-walled vessels of new formation; a 
certain amount of infiltration with round cells is seen in the 
immediate neighbourhood of the vessels, as well as lines and 
collections of large plasma cells with round or oval nuclei and a 
large amount of well-stained protoplasm; but the cellular infiltration 
is never very marked. These appearances together with the presence 
of the gelatinous material in the interstices of the tissue appear 
to show clearly that the peritoneum attempts to absorb or to encapsule 
the jelly-like substance, which acts as a foreign body; a chronic 
inflammation is the result, and the term chronic pseudomyxomatous 
peritonitis is justified for the majority of the cases. The final result 
of this peritonitis may be that the remains of the jelly may be very 
slowly but entirely absorbed, or that the encapsuled collections may 
persist indefinitely as cysts; or, as shown in the autopsy in Case ii, 
2} years after operation, that firm thick adhesions may 
eventually be left, or dense opaque white fibrous thickenings of the 
peritoneum. 

In an unknown proportion of the cases true implantation meta- 
stases are found, Living and active strands of the peculiar secreting 
‘epithelium escape from the ovarian cyst along with the effused jelly, 
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and the epithelium preserves its vitality after becoming attached at a 
distance from its seat of origin. The attachment may be to any 
part of the surface of the peritoneum, parietal or visceral, or 
apparently the epithelium may be taken into the spaces of the sub- 
serous tissues and there grow. In this way these cysts sometimes 
pass over the border-line that separates the benign from the 
malignant new growth. That the implantations are not necessarily 
confined to the peritoneal cavity would appear to follow from the 
observations at the post mortem on Taylor’s case, above recorded, 
where a large metastatic growth was found in the middle lobe of the 
right lung. In my second case in the omental cake small epithelium- 
lined cysts were found, as well as strands of living epithelium not 
forming a complete lining to a cavity. In none of my other cases 
was it possible to demonstrate true epithelial metastases. 


TREATMENT. 


The affection leads in no very long time to death from continued 
growth of the cyst and gradual exhaustion of the patient. Puncture 
of the cyst has proved not merely useless, but highly dangerous. 
The jelly-like material will not flow through a canula, and germs are 
not unlikely to be introduced. In 1891 Strassmann published an 
important paper in which he collected and analyzed 36 cases. In 
10 of these the abdomen had been tapped, with a fatal result in 2. 

The only method of treatment that affords a chance of success is 
the surgical removal of the cyst, and, as far as possible, of the 
whole of the gelatinous effusion. The latter task has been attempted 
in vain by scooping out with the hands and sponging; the only 
effectual means is by copious flushing, and for this purpose it is of 
the highest importance that the right fluid should be used; this 
fortunately happens to be the one in common use, normal saline 
solution, which causes the jelly-like masses to swell up and become 
loosened from their attachment to the peritoneum. Plain sterile: 
water is inferior for the purpose to normal saline, and boracic lotion 
does not loosen the jelly. I believe the relatively good results 
obtained in my 6 cases were due in large measure fto the use of 
copious washings with saline solution. Five of my six cases made a 
good recovery from the operation. The first case died on the ninth 
day from ileus due apparently to the retention of 2 or 3 ounces of the 
jelly in the right flank; in this case I had used boracic lotion to flush 
the peritoneum. In Case v two punctures of the abdomen three days 
before the operation were fortunately not followed by any untoward 
consequences, although one of them brought away a little cheesy 
material from the dermoid loculus that complicated the tumour, 


PrRoOGNosIs. 


Laparotomy was performed in 33 of the cases (8 ‘after tapping) 
collected by Strassmann, and 16 of the patients died within four 
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weeks; in 8 of the fatal cases there were no traces of sepsis or of 
purulent infiltration at the autopsy; the patients died from the 
fourth to the ninth day apparently from toxemia due to the breaking 
down of the gelatinous material. Only 15 cases were cured by the 
laparotomy, and of these not more than five made a smooth 
convalescence; in the others there was more or less fever, and in three 
threatened ileus. The outlook in cases of this nature was, therefore, 
very unfavourable, the primary mortality was great, and in those 
which recovered recurrence frequently took place. 

The outlook as regards freedom from recurrence must always be 
doubtful, even in the favourable cases where no epithelial transplan- 
tation has been discovered at the operation; small buds may lurk 
unobserved in some of the recesses of the peritoneum, may remain 
latent for a longer or shorter time, and then burst into renewed 
activity. Further observations are required to show how far 
improved methods of operating are proving efficient in promoting not 
only a better immediate mortality, but a more favourable outlook as 
regards freedom from recurrence. According to Pfannenstiel the 
remote prognosis is not very good; the results have been better of 
late years, but as a rule there is recurrence, often after many years. 
He refers to a case operated upon by Fritsch for the first time in 
1883; for the second time in 1886, and for the third in 1897; on the 
last occasion 40 lbs. of jelly were removed from the 66 year old 
patient, who was not at all cachectic; the scar burst four weeks after 
the operation, but six months later the patient was in good general 
condition, though with a small abdominal fistula. Kapp thinks the 
results are now improved; of six patients from Zweifel’s Clinic five 
were alive and well, four of them from seven to ten years after 
operation ; in none of them were true epithelial metastases found. 

Of my own cases, five recovered after operation; one of them, 
in whom there were true metastases, remained well for more than two 
years, and then died of a psoas abscess of unknown origin; many 
small cysts were present in the pelvis, so that renewed active growth 
might have set in at any time. Of the other cases, three remain 
well after more than eight, seven and two years respectively; while 
the fourth was operated upon as recently as November 1911. 
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Dusée, De Wind and Smellie: An Addendum. 
By Axsan Doran, F.R.CS. 


In the article in the September number of the Journat, I referred 
to Dusée’s pupil De Wind, whose name is sometimes spelt De Windt, 
giving a drawing of his forceps. I added that I had failed to find 
his account of Dusée. I further observed (pp. 122, 142) that 
Smellie employed and rejected Dusée’s forceps before contriving his 
own. Since the article in question appeared in print, I have received 
some valuable information from Professor Kouwer of Utrecht, 
throwing light on Dusée’s relations to De Wind, which I publish 
below, adding some paragraphs, taken direct from Smellie’s 7'reatise 
and Collection, on that great obstetrician’s experience and rejection 
of Dusée’s forceps. 

Writing from Utrecht on September 24 1912,1 Professor B. J. 
Kouwer informs me that in the Mulder Collection attached to the 
University there is no sample of Dusée’s forceps. Mulder, it will 
be remembered by those who have read my notes on that instrument, 
had never seen it, but took his account from Butter and De Wind’s 
writings. Professor Kouwer has been good enough to translate all 
that is said about Dusée in De Wind’s work, “’t Geklemd Hoofd 
geredt”’ (The Arrested Head Saved). According to the title page 
of this work, published in 1751, Paulus De Windt (sic) was a 
lecturer on Anatomy, Surgery and Obstetrics, who practised as a 
lithotomist and obstetrician in Middelburg, province of Zealand 
in the United Netherlands, 


TRANSLATION OF DE WIND’s OBSERVATIONS ABOUT DUSEE. 


(p. 2.) “In 1734 when in Paris, I desired, having completed 
my academical education, to gain some knowledge of midwifery and 
lithotomy. I therefore went to the renowned obstetrician Grégoire, 
the younger, and attended, with some other foreigners, his lectures, 
until he was prepared to show us his clinical work. Grégoire 
demonstrated to us, amongst other instruments, two large, long 
spoons which could be coupled by means of a transverse cross-hook. 
This instrument he called the tire-téte of Palfyn, and taught us that 
it was of use in extracting living children by the head without 


1. Professor Kouwer sent me, with the above letter, a photograph of the 
forceps in the Mulder collection, which resembles Dusée’s (see ‘‘ Dusée : 
His Forceps, etc.,’’ p. 122). The blades, not fenestrated, are similiar but 
there is only one lock and that is quite unlike Dusée’s. 
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injury. It seemed to me very serviceable and worthy of adoption, 
therefore I was surprised to witness M. Grégoire extracting children 
with the crotchet, and sacrificing the living child on more than 
one occasion, instead of employing this instrument which could save 


the child... I noticed that the tire-téte, which he had demons- 


trated to us, was very rusty, from which I concluded that Grégoire 
himself did not make use of this instrument, though he recommended 
it to us, doubtless because his own experience of it had been 
unfavourable. 

“ Later on, I lived in the house of M. Dussé (sic), another well- 
known obstetrician, who showed me and my fellow-traveller, Mr. J. 
Boswell, now a Doctor of Medicine in Edinburgh, another instrument 
for the same purpose, which he declared to us was his own invention. 
It was the forceps a sample of which was obtained from him by Mr. 
Alexander Butter} and represented in the third volume of Medical 
Essays of Edinburgh. I never saw him use it, for unfortunately 
soon after we took up our abode with him he fell ill and died. We 
saw him, however, deliver a few women. We bought the instrument 
from his heirs and it fell to the lot of Mr. Boswell, but I had another 
constructed immediately, and after returning to Zealand in the 
Netherlands I soon found by experience that it was unsuited for its 
purpose. It was far too large and I could not introduce it into the 
body of my patient.” ¢ 

(Here follow some pages relating De Wind’s personal experiences 
with other forceps, and also with his own instrument described and 
figured in the article on Dusée in the Journa of October 1912.) 

(p. 30.) “It too often happens that teachers, after they have 
found that instruments which they have designed on theoretical 
principles are of no use in practice, cannot desist from demonstrating 
and expressing approval of them to their pupils . . . . Thus we see 
the useless instrument of Dussé described in full in the Scottish 
transactions above quoted, and that of Palfyn in Heister’s excellent 
work. I think that a good book might be written on bad surgical 
instruments; it is with such contrivances as with bad books, men 
who have laid out money on them are not inclined to throw them 
away and people buy them so as to give themselves a name by saying 
that they possess them.” 


SMELLIE AND Dvus£E. 


Dusée’s instrument was honoured by Smellie, as it was the first 
forceps that he made use of. The great obstetrician’s experiences 
are to be found recorded in full in one of the New Sydenham’s 


1. Butter exhibited his sample of Dusée’s forceps in 1733, the year before 
Dusée’s death, which, as De Wind testifies above, occurred when that pupil 
was living with him. 
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Society’s publications.! It is sufficient for the present purpose to 
quote how Smellie set to work to test and to devise instruments for 
the saving of the child when the head was arrested in the pelvis. 
“Tn order to avoid this loss of children which gave me great 
uneasiness, I procured a pair of French forceps, according to a 
draught published in the Medical Essays by Mr. Butter, but found 
them so long, and so ill-contrived that they by no means answered 
the purpose for which they were intended.” ? Thus Smellie began 
his experiences of the forceps by making use of Dusée’s, the original 
description of which, by Butter, was given in full in the Journat, 
September 1912, p. 123. In another part of his Treatise, namely in 
his chapter on fillets and forceps, Smellie writes: “A forceps was 
also contrived at Paris, a drawing of which may also be seen in the 
Medical essays of Edinburgh, in a paper communicated by Mr. 
Butter, surgeon: but after Mr. Chapman had published a delineation 
of his instrument, which was that originally used by the Chamber- 
lains (sic), the French adopted the same species, which among them 
went under the denomination of Chapman’s forceps.” 8 

Smellie’s actual experience of Dusée’s forceps is dated 1737, or 
four years after Butter had exhibited the instrument at Edinburgh. 
The foetal head was arrested in the pelvis. “TI first tried to deliver 
the head with the French Forceps recommended by Mr. Butter in 
the Medical Essays of Edinburgh, but they were so long and ill- 
formed that I could not introduce them safely to take a proper hold.”® 
Smellie was compelled to resort to craniotomy and evisceration. 

Thus Dusée’s forceps, of high interest in the history of the 
development of that instrument, was tried and found wanting not 
only by the great Smellie but also by the inventor’s own pupil De 
Wind. The latter shows that Dusée died somewhat prematurely 
and implies that possibly he had never used his own forceps. 
Perhaps then, had he lived, he might have devised some at least of 
those improvements which his contemporaries, who outlived him, 
were able to make and to establish. 


1. Treatise on the Theory and Practice of Midwifery, edited, with illustra- 
tions, by Alfred H. McClintock, 1876. A Collection of Cases and Observa- 
tions in Midwifery, second edition, 1779, vol. ii, p. 311; and Treatise, 
McClintock’s edition, vol. ii, p. 250. These quotations from Smellie are 
taken from three odd volumes of his works in the library of the College of 
Surgeons. 


2. Ibid, from third edition of Treatise, 1779, vol.i, p.214. (The transition 
period, in regard to capital letters for common nouns, is shown in the above 
quotations as compared with extracts from Butter, Chapman and Giffard in 
the previous article.) See also Treatise, McClintock’s edition, vol.i, p. 251. 


3. A Collection of Preternatural Cases and Obstervations in Midwifery, 
1779, vol. iii, p. 12 (this volume was prepared after Smellie’s death). Also 
Treatise, McClintock’s edition, Case 281, vol. ii, p. 375. . : 
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There remains a second great authority, a fellow countryman of 
Dusée, whose opinion of the forceps is worth recording, for, as will 
be seen, he associates the name of Dusée with the concave termination 
of the forceps, rather than with the two locks. 


. LEVRET AND 


In “ Dusée: His Forceps, etc.,’” mention was made of the fact 
that Levret spoke well of Palfyn and dwelt at length on the merits 
of his instrument. Levret! further writes, most instructively, on 
improvements made by others, “perfections que les tenettes de 
Palfin (sic) ont acquises.”’ He refers to novelties in the mechanism 
of the blades especially as to the lock or hinge. Palfyn’s instrument 
had no lock, it was not even crossed. Levret writes about the 
different means by which other obstetricians endeavoured to make 
the blades act well together even if detachable. The claims of Le 
Doux and others caused confusion, as is to be found in Mulder’s 
Historia Forcipum, where there is a forceps incogniti which later on, 
in Kilian’s Atlas, was ascribed to Palfyn. When Levret speaks of 
the methods already adopted, he shows how a hook joining the blades, 
and then, in preference, a big screw, the blades being crossed, proved 
alike unsatisfactory. Then two locks were devised, each to be used 
when required, but this forceps, Dusée’s in fact, proved unsatisfac- 
tory, as Levret informs us :— 

“ Pour remédier done a l’inconvénient dont nous avons ci-devant 
parlé, on longea l’entablement, auquel on fit deux trous taraudés a 
quelque distance l’un de l’autre pour s’en servir ad libitum ce qui a 
rendu ce défaut moins grand; mais il a peu diminué le premier, qui 
étoit la difficulté de croiser ces piéces l’une sur l’autre et de les 
assujettir avec la Vis a téte ailée dans le lieu qu’on avoit choisi; cela 
ne pouvoit pas se faire sans aide, ni sans beaucoup tatonner dans 
celui-ci, non plus que dans celui & oeil simple ce qui allongeoit 
beaucoup les opérations.” ? 

Thus we learn from the great Levret that Dusée’s forceps with its 
two locks had been tried and found defective. Under the words 
“ad libitum” Levret adds a footnote: “ On en voit une Figure a la 
planche 5 du troisitme volume des Mémoires de la Société d’ 
Edimbourg traduit en Francois.” This “ figure” represents Dusée’s 
forceps and it was reproduced in the article on “Dusée: His 
Forceps,” etc., Fig. 3. 

For some reason not explained, Levret makes no mention of 
Dusée in the above criticism of his forceps. Yet further on, when 


1. Observations sur les causes et les accidens de plusieurs accouchements 
laborieux, Paris, 1747. The above quotations were taken from a copy 
belonging to the Library of the wns College of Surgeons. 


2, Loc. cit., p. 85. 
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he treats of the modifications of the ends of the blades, he states that 
after extreme breadth had been tried and proved objectionable, 
Dusée introduced the concave notch at the moderately broadened 
free end of each blade : — 


“M. Dussé! Chirurgien de Paris les fit échancrer en forme de 
croissant, dont les angles 4 la verité, étoient trés-mousses, mais 
toujours trop saillans pour en permettre aisément |’introduction,” 
etc.? 


Thus, in 1747 at least, Levret recognized Dusée as the contriver 
of a forceps concave at its end, but did not seem aware that Dusée 
introduced the second lock, though he had apparently read Butter’s 
paper. Levret never states that Dusée ever used his own forceps, 
yet he implies that others used it and found it unsatisfactory. 
The discrepancy about the second iock is not clear. Perhaps Levret 
happened to know that Dusée did not invent it, but for unknown 
reasons concealed the fact. 


1. Sic. Modern French writers, Charpentier, Bar and others spell it 
se Dusée.”’ 


2. Loc. cit., p. 89. 
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On the Artificial Feeding of Small and Premature 
Infants. 


By James Wyatt, F.R.C.S. 


Tue artificial feeding of small and premature infants from birth, 
on diluted cow’s milk, presents many difficulties at the start owing 
to the smal] quantities they are able to take at each feed, and the 
gastro-intestinal troubles which are liable to arise. 

The former of these two difficulties is probably the harder to 
contend with, and it is on this ground that I am giving records of a 
few cases in which the difficulty was overcome, 

A premature child from the 3rd—7th day of its existence 
is as a rule only able to take at each feed a quantity varying 
between 3ss—3i, which, if given two-hourly, works out at from 
3v—3x of some diluted mixture per diem. 

The tendency in the past has been to give such mixtures as 
1 part of milk to 3 parts water, with cream or lactose added, or some 
similar very dilute mixture. I have had the opportunity of feeding 
a small number of premature and small babies on stronger mixtures 
(z.e., equal parts of cow’s milk and water with cream, lactose and 
sodium citrate added), and as the results on the whole have been 
satisfactory, and the quantity of food taken provides not only suffi- 
cient heat to keep the child in equilibrium but also to allow of a gain 
in weight, as I will show later, I thought the figures might be of 
some little value, 

A child during the first months of its life requires a much larger 
quantity of food in proportion to its weight than an adult; this being — 
chiefly due to the fact that the surface of its body from which the 
chief heat loss takes place, is much larger in proportion to the whole 
body than in the adult. 

Taking the heat values of the various food as 


Protein ses eee eee eee 64 kilocalories C. 
ig 
Carbohydrate ... ... ... 4 


” 

the child requires 90C. per kilogram * to keep it in equilibrium, 
whereas the adult only requires 40 C. per kilogram of body weight. 
From these figures one can calculate exactly how much food is 


* This quantity is for a full-term child, and should be larger for a 
premature child. 


4 
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required to keep a child in equilibrium, and then to this must be 
added sufficient to allow for a daily increase in weight. 


3i of cow’s milk has a heat value of 284 C. 
Mi of cream 541 
31 of lactose 14:20 C. 
So if a child weighing 4°4 lbs, (i.e., 2 kilograms) is taking 10 feeds 
a day containing in each 
3ss_ milk 
Mx cream 
3ss lactose 


it will be getting (14:20+5'41+7:10) 10C. per diem, which works 
out at 267 C., a quantity well over the required amount and allowing 
of a good gain in weight; but if it is fed on a mixture } or } 
this strength it will be getting if anything not sufficient to keep it 
in equilibrium, and anyhow not enough to allow of any appreciable 
gain in weight. 

The cases tabulated have for the most part been those in which, 
owing to complete or partial failure of breast secretion, artificial 
feeding has become necessary ; and in some of them weak solutions of 
milk, such as 1 in 4, have been tried with gradual loss of weight 
of the child. 

The principle worked upon is to give the child after the third day 
equal parts of cow’s milk and water containing cream, lactose and 
sodium citrate.* The quantity given varies; 3i two-hourly is first 
tried, and this is then gradually increased, but in some cases it is not 
possible to get the child to take more than 3iv—vi in each feed, and 
in such cases the feeds are increased by 3i—ii each day. 

The preparation of the feeds is done in the following way :— 
Equal quantities of milk and water are taken, and to each 3i of the 
mixture, "x of cream and 3ss of lactose are added. The whole is 
put into Soxhlets bottles (each bottle containing sufficient for one 
feed) and they are put into the special boiler made for them. 
The water is brought to the boil and then allowed to cool. When the 
water is just boiling the temperature of the milk is 190°F., and 
20 minutes later varies between 150°—165°F. This method does 
not exactly comply with Pasteur’s method of keeping the milk at 
160°F. for 20 minutes, but it is more easily carried out by the nurse, 
and the result is practically as good. The bottles are sealed with flat 
rubber discs, and when required, the disc is removed, sodium citrate 


* Sir Almroth Wright showed that this salt when added to cow’s milk 
reacts with the calcium salts (necessary for coagulation), calcium citrate 
being formed, and the resulting calcium caseinogenate formed between this 
salt, the caseinogen and rennin is in some way rendered more flocculent 
and approaching the curd in human milk, than the ordinary solid clot 
formed in cow’s milk. ; 


he 


210 Journal of Obstetrics and Gynecology 


added in proportion of gr.i to each ounce of milk, a teat placed on 
the neck of the bottle and the child fed straight from it. 


Caset. K.C.; primipara; child born at the 36th week. Weight 
of child :— 
At birth ... ... ... 


Sth day ... ... ... ... 
th day ... ... 4202. 
day ... ... .. «. Wes. 
20th day 5lb. 5 oz. 


The child was breast fed ‘entiodly antil the 6th day, when the breast 
secretion became insufficient. Each breast feed was then supple- 
mented with 3ss 1 in 4 (cow’s milk and water). By the 10th day the 
breast secretion had ceased, and although the quantity of the 1 in 4 
mixture had been increased to 3i the child continued to lose weight. 
On the 10th day the child was put on 3iss of 1 in 2 mixture two- 
hourly, which was continued until the child left the Hospital. 


Case 11. A.C.; 2-para. Induction for contracted pelvis at the 
38th week. Weight of child: — 
drd day... 133 oz. 


Sth day... ... 13h 0s. 
14th day ... ... 4]b. 15 
lith day ... ... ... Olb. 4}02. 
19th day ... ... 5 lb. 6} 04. 


From the Ist to the 3rd day si—sii of 1 in 6 sobuvane was given. 
As there was no secretion from the breast 3i of 1 in 4 mixture was 
given two-hourly till the 9th day, the child being occasionally sick 
after the feeds. From the 9th—12th day 3i of 1 in 3 mixture was 
given two-hourly, and from the 12th—19th days 3iss of 1 in 2 
mixture two-hourly. The child was never sick after it was put on 
the stronger mixture. 


Case ux. G.H.; primipara. Induction for albuminuria at the 
35th week. Weight of child :— 
At birth ... 9202. 
Sth day ... ... 4 oz. 
llth day ... ... 
14th day ... ... 6202. 
18th day ... ... doz. 
20th day ... ... ... 14802. 
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_ In this case there was no secretion from the breast, so the child was 
fed as follows :— 


1st and 2nd days, 3i 2-hourly. Human milk from another woman. 


3rd day ... ... 3ii 1 in3 mixture 2-hourly. 
4th day ... ... 3ivlin3 mixture 2-hourly. 
5th day ... ... 3iv 1 in 2 mixture 2-hourly. 


6th day ... ... 3vil in2 mixture 2-hourly. 
Tth—9th day ... 31 1in2 mixture 2-hourly. 
9th—15th day... 3iss] in 2 mixture 2-hourly. 
15th—20th day . 3ii 1 in 2 mixture 2-hourly. 


Casetv. N.H.; primipara. Premature labour at the 30th week. 
Weight of child : — 


At birth ... ... O2oz. 
Gth day... ... «. on: 
10th day ... ... ... O 
13th day ... ... ... 3202. 


Ist—3rd day 3i 1 in 8 whey and cream 2-howrly. The breasts 
commenced to secrete on the 3rd day, but there was not sufficient to 
feed the child entirely, so from 3rd—9th days it was given 3i 1 in 3 
mixture alternately with both breasts; from 9th—15th days 3iss 
1 in 2 mixture alternately with both breasts. 


Case v. A.B.; primipara. Full term. Weight of child :— 


6lb. 5} oz. 
day... ... Olb. 13} 02. 
141 02. 
llth day ... ... ... ... 14} 02. 


The child up to the 6th day was anit fed, but then the secretion 
began to fail, so it was given 3iss 1 in 3 alternately with both breasts 
2-hourly. By the 7th evening the breast secretion had ceased, so from 


7—10 days 3iss 1 in 3 two-hourly was given; 10th—15th days 3ii 
1 in 2 two-hourly was given. 


Case vi. A.S.; 2-para. Premature labour at the 34th week. 
Weight of child :— 


At birth ... ... ... 18}0s. 
12th day ... ... 12} 02 


14th day ... ... ... 4]b. 15} 02. 
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Ist day ... ... ... 3i Lin 6 3-hourly. 
2Qndday ... ... .. 3i lin 4 2-hourly. 
rdday ... ... ... 1 in 4 2-hourly. 


There was no breast secretion. 


4th day ... ... ... 3iv 1 in 2 2-hourly. 


5th day ... ... ... 3vi in 2 2-hourly. 
6th and 7th 31 lin 2 2-hourly. 
8th day... ... ... 3x in 2 2-hourly. 
9th and 10th days ... 3issl in 2 2-hourly. 
[ith—l4th days’... 3ii 1 in 2 2-hourly. 


Case vir. K.P.; primipara. Cesarean section for contracted 
pelvis. Weight of child :— 


28th day ... ... 8lb. 9 oz. 


In this case there was no breast secretion, so the child was fed on 
the 1 in 2 mixture from the 3rd day. It started with 3i 2-hourly, 
and was gradually worked up, so that by the time it left the 
Hospital it was taking 3iii 2-hourly. 


Case vir. A.G.; primipara. Premature labour at the 36th 
week. Weight of child :— 


Sth day ... ... 12202. 


10th day ... ... 15} 02. 
5lb. 6 oz. 


The baby was breast fed until the 6th thie but on the 5th day the 
motions became green and watery and the child was sick after every 
feed. It was given Hyd. ec Cret. gr.3, followed in two hours by 
ol. Ricini and ol. olivae 44 3ss, and the next day Sod. Salicyl. gr. i 
Aq. ad. 3i t.d.s. to try and improve the intestinal trouble. The milk 
was found to contain 2 per cent. fat. But the child did not improve, 
so it was entirely taken off the breast for a time and was given 3i 
1 in 2 two-hourly, the breast secretion being exhausted and thrown 
away. On the 8th day the sickness had nearly ceased and the stools 
were much improved, so it was placed on alternate feeds of breast 
milk and 3i of 1 in 2two-hourly. This treatment was carried out till 
the 14th day, when the child was put back entirely ‘on the breast, 
there being no longer any sickness and the motions being normal. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class. ) 


Traumatic Rupture of the Uterus with Prolapse of 
Intestines into the Vagina followed by Chronic 
Intestinal Obstruction—Operations—Recovery. 


(From Gynecological Department, St. Bartholomew’s Hospital.) 


By C. Noon, M.R.CS., 
Internal Midwifery Assistant, St. Bartholomew’s Hospital. 


B.J., aged 25, was admitted to St. Bartholomew’s Hospital on 
February 17 1912, with the following history. She had been 
married 6 years and had borne 2 children, the last in May 1909. 
For the last 3 months her periods had been absent and she con- 
sidered herself pregnant. On waking up on the morning of Feb. 16 
she noticed some vaginal bleeding, she got up and during the day 
continued to bleed slightly from the vagina, the bleeding was 
accompanied by slight abdominal pain, and at 7-30 p.m. of Feb. 16 
she miscarried and stated that she saw a child. She sent for a 
doctor, and as the after-birth did not come away she was given 
chloroform, and an operation was said to have been performed for 
its removal per vaginam, 

She was admitted to the hospital on February 17th, and on 
examination was found to be a healthy looking woman. Tem- 
perature 98° F., pulse 80. Chest: Heart and lungs were natural. 
Abdomen: Moved well, not distended, no rigidity of abdominal 
wall, no tenderness. Fundus of the uterus just palpable above 
symphysis. Per vaginam: cervical canal admitted one finger. 
Bimanually the uterus was felt to be well contracted, and there was 
no bleeding on examination. 

The patient remained well until February 20th; then while 
straining she felt as if a lump was coming down into the vagina; 
this did not cause her any pain. On February 21st she was given 
an enema, and while straining a red, matted swelling appeared at 
the vulva. 

She was at once taken to the theatre and an anesthetic given. On 
examination the mass protruding from the vagina was found to 
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consist of coils of small intestine covered with flakes of lymph and 
matted together. The coils of intestine were separated from each 
other and the lymph peeled off. The vagina and the protruding 
intestines were then well washed for some minutes with saline 
solution. The coils were found to have come down through the 
cervix which was nipping them tightly; they were pulled down, and 
as the intestine seemed to be healthy above and below the site of the 
constriction by the cervix, they were carefully replaced through the 
cervix and the uterine wall into the abdomen. A large tear was 
then felt extending across the fundus of the uterus. The patient 
was then placed in the Fowler (or sitting) position, and the uterus, 
Douglas’s pouch and vagina were irrigated with saline solution. | 
The uterine cavity and vagina were packed with sterile gauze, a 
large pad was placed over the vulva and a T-shaped bandage applied. 
The patient was nursed in the Fowler position. 

The patient made an uneventful recovery and left the hospital 
apparently well on March 10th. 

She again came under observation on August 5 1912, and stated 
that about two weeks after her discharge from the hospital she began 
to suffer with vague abdominal pains like colic, gradual in onset and 
irregular, only coming on perhaps once a week but gradually 
becoming more and more frequent so that now they recurred every 
day and sometimes many times a ‘day. They lasted about five 
minutes and were chiefly situated in the right iliac fossa. The 
attacks of pain, the patient says, were accompanied “by lumps in 
her abdomen which go into all shapes and sizes associated with much 
gurgling, and after the passage of flatus the lumps disappear.” For 
the last two months painless vomiting had been a prominent 
symptom. For two months there had been severe constipation with 
the passage of small motions, but for the last fortnight the patient 
had complained of diarrhea. She had lost flesh rapidly. Mens- 
truation regular and natural. | 

The patient on admission was found to be a pale, anemic, thin 
woman; there was marked evidence of wasting; her temperature was 
97° F., pulse 100, good volume and tension, respirations 20. The 
tongue was red, smooth and somewhat glazed. Teeth bad, and 
breath somewhat offensive. The skin over the whole surface of the 
body was dry, and there was little subcutaneous fat. No palpable 
lymphatic glands in the neck. The heart and lungs were natural. 

Abdomen. Somewhat full but not distended; moved well on 
respiration. Movements like intestinal peristaltic waves could be 
felt especially over the right iliac fossa. There was no rigidity of 
the muscles of the abdominal wall. There was slight tenderness in 
both iliac fossee and some resistance in the right. The abdomen was 
resonant. There was no dullness in the flanks. No evidence of any 
swelling in the hernial regions. 
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Per vaginam. Vaginal walls and cervix healthy; slight resist- 
ance in posterior fornix. Bimanually: uterus natural in shape, 
size and position, freely movable. Per rectum: rectum empty, 
ballooned, mucous membrane appeared healthy. Resistance high 
up on right side. 

August 5th. The patient was given an enema, and this was 
returned almost clear. She passed flatus per rectum. She vomited 
once. The diagnosis of chronic intestinal obstruction, probably due 
to fibrous adhesions, was made. 


Treatment: Operation. 


On August 7th the abdomen was opened with a 4-inch median 
incision below the umbilicus. On opening the peritoneal cavity 
extensive adhesions were at once exposed, a piece of large intestine, 
probably part of the iliac colon, was found firmly adherent to the 
parietal peritoneum immediately to the right of the lower part of 
the incision. This was freed by breaking down and cutting through 
the adhesions, and the raw area of the bowel was pared and sutured. 
On further investigation coils of small intestine were found adherent 
to the fundus of the uterus and to one another, the adherent mass 
was easily separated from the uterus, but in attempting to separate 
the coils of intestine one from the other lumen of the bowel was 
opened in two places. Intestinal clamps were applied and the 
intestines were packed round with gauze pads. On examining one 
of the perforated pieces of bowel it was found that the lumen of the 
proximal piece of bowel was quite patent, but the lumen of the distal 
piece only admitted the tip of a pair of pressure forceps. The 
constriction was divided and an end-to-end anastomosis done. The 
site of the constriction was thought to be the lower end of the ileum. 
Another loop of intestine was adherent to the bladder. This was 
separated and repaired. There was much oozing from the adhesions 
during the operation; the pelvis was then sponged dry and the 
abdomen closed except for drainage through the lower part of the 
wound by means of a rubber tube. From the operation the patient 
made an uneventful recovery and was discharged on September 4 
1912, apparentiy quite well. 


Remarks. The usual treatment advised for prolapse of a coil 
of intestine through a rupture in the fundus of the uterus is imme- 
diate laparotomy. The loops of intestine are then manipulated 
back into the peritoneal cavity, and examined carefully for evidence 
of serious injury to the bowel wall or mesentery. The laceration in 
the uterus is next sutured if possible, any bleeding points secured, 
the pelvic cavity well swabbed out and adequate drainage provided 
for. 

It is interesting to note in this case what an excellent recovery 
the patient made even though the above method of treatment was 
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not adopted. There are three main reasons for laparotomy when the 
uterus has been ruptured and a loop of intestine has passed through 
the rent into the vagina. The first is in order that the gut may be 
examined, the second is to control any hemorrhage, and the third 
is to determine the condition of the peritoneum. In this case the 
protruded coils of intestine did not appear to be cut off from their 
blood supply and their walls presented no signs of injury. There 
was no external bleeding and no signs or symptoms of internal 
hemorrhage or of peritonitis. Taking these things into considera- 
tion together with the fact that the coils of intestines could be 
returned into the peritoneal cavity with only slight difficulty it was 
decided not to perform abdominal section. This course met with © 
success as the patient made an uninterrupted recovery. The 
development of intestinal obstruction later was an unfortunate event 
which could not have been guarded against, and might well have 
developed even if an abdominal operation had been done in the first 
place. 

I have to thank Sir Francis Champneys, Mr. Waring and Dr. 
Williamson, under whose care this patient was admitted, for permis- 
sion to publish these notes. 
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Dermoid Tumour of Both Fallopian Tubes. 


By J. Stark, M.D., C.M., F.R.F.P.S.G., 


Surgeon, Royal Samaritan Hospital for Women; late President, 
Obstetrical and Gynacological Society. 


Dermorp tumours of the Fallopian tube have been so seldom seen 
that apparently the majority of writers are unaware of their 
occasional occurrence. In the usual text-books they are not men- 
tioned in the list of tubal diseases and abnormalities. Charles 
Bourélly of Montpellier,* who has made a comprehensive survey of 
the literature relating to tumours of the tubes, has been able to 
discover only three recorded cases of dermoid cysts. To these I now 
add a fourth. Additional interest is afforded by the fact that in my 
patient the condition was double, a dermoid tumour being present 
both in the right and in the left tube. So far as I know this is 
unique, although it is possible that a similar case has been encoun- 
tered and yet not recorded. 

Mrs. K., 38 years of age, had been married for ten years but had 
never been pregnant. Menstruation was four-weekly and lasted 
seven days; the quantity of blood lost was large, and there had 
always been some premenstrual pain. The general health was good, 
however, and the patient sought medical advice not so much on 
account of the pain as of the sterility. Dr. MacGregor, Aberfoyle, 
whom she consulted, recognised after examination that there were 
abnormal conditions in the pelvic organs and referred her to me. 
I found the uterus in normal position and of normal size, but on 
its left side and behind there was a fixed doughy swelling apparently 
in the site of the ovary, and on its right a somewhat similar swelling, 
also doughy in consistence and apparently the ovary of that side. 
These swellings were painless, and, under the circumstances, I did 
not advise operative treatment as it was evident that any minor 
operation such as dilatation of the cervix would be useless. This 
was explained to the patient, but after some consideration she and her 
husband came to the determination that the tumours ought to be 
treated radically and they requested me to remove them. This was 
therefore done on July 6 1912 in a private Nursing Home. On 
opening the abdomen it was at once discovered that the ovaries 
were perfectly healthy and that the swellings previously felt per 
vaginam were in the tubes. The right tube was removed; on the 
left side only the part of the tube affected was excised, the cut ends 
being afterwards carefully stitched together so that a short, patent 


*Tumeurs primitives des trompes,” par Charles Bourélly, Montpellier, 1910. 
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tube remained with its fimbrie intact. Later examination, after 
the operation was finished, revealed the fact that the contents of 
the cysts had become semi-solid in the colder atmosphere of 
the outer air, and that they consisted of sebaceous matter, 
hairs, and plates of bone so hard that they could not be cut by a 
sharp scalpel. The tumours were opened by me in the presence of, 
and their contents seen and handled by, Dr. MacGregor, Dr. E. J. 
Primrose, Dr. L. M. Ross, and the theatre sister. Both tumours were 
about the size of Tangerine oranges and were absolutely uncon- 
nected with the ovaries or the broad ligaments. The right was the 
larger and involved the greater portion of the tube; the left was 
in the outer third of the tube, but a distance of about half an inch | 
from the fimbrie was free as was also the inner part for two inches. 
After the cyst had been removed and the cut edges of the tube had 
been united a patent tube remained, as has been already mentioned. 
Probably this was for the first time during the patient’s lifetime, 
and as the other tube had also been completely blocked the cause of 
the sterility is very apparent. The possibilities of pregnancy are 
not very great, perhaps, but they do now exist, and it will be 
interesting to follow future developments. 

The other three cases recorded may be briefly noted. 

1. Pozzi’s case. It has not been detailed sufficiently, the age of 
the patient, the symptoms, etc., being unrecorded. It is said to have 
been “an intra-tubal dermoid tumour, containing sebaceous glands 
and hairs on the upper part of the tube.” 

2. Jacobs’ case. The patient was 48, nulliparous, suffering from 
fibroids of the uterus and inflammation of the adnexa. On the left 
of the uterus and attached to it was a rounded tumour, immovable 
and very painful, which was diagnosed as a pyosalpinx. Hysterec- 
tomy was performed. Later examination showed that the left tube 
was very elongated, and that at its outer end was a rounded tumour, 
the size of a tangerine orange, very adherent to surrounding 
peritoneum and containing sebaceous and calcareous matter, The 
ovary was healthy. Histologically it was demonstrated to be an 
ordinary dermoid cyst without any question of being a cyst of the 
broad ligament. 

3. Notto’s case. The woman was 25; it is not stated whether 
she was married or single, parous or sterile. Menstruation had been 
regular. For four years she had known of a slowly growing tumour 
in the right iliac fossa and gradually increasing pain in the pelvis, 
legs, back, and epigastrium. A smooth-walled mass occupying the 
right half of the pelvic cavity was found on examination, and was 
diagnosed as an ovarian cyst. At the operation it was found pedun- 
culated, springing from the right tube near the uterine cornu, and 
about the size of a large orange. While being removed it burst, 
and a thick, white, sebaceous material escaped. Drainage @ la 


4 
4 


Stark : Dermoid ‘Tumour 219 


Mikulicz was carried out. In the ovary of the corresponding side 
was a small cyst; the other ovary was microcystic. The relations of 
the tumour were such as to negative the possibility of it being a 
dermoid cyst of the ovary or broad ligament and to permit its tubal 
origin to be affirmed. 

These tumours, on account of their rarity, possess more academic 
than practical interest. Yet it is well to bear their occasional 
existence in our remembrance. If we did it is conceivable that a 
correct diagnosis might sometimes be made before operation. In 
none of the cases recorded was the real condition diagnosed until 
after the abdomen was opened. That may not have been of much 
practical consequence, but in a case such as mine had a diagnosis 
been made there would have been no hesitation in advising operation, 
as my belief is that it is always wise to remove dermoid tumours at 
the earliest possible date, while small cystic ovaries or slight hydro- 
salpinx causing, in either case, no apparent symptoms can safely be 
left untouched. 

It may be well to append a tabulated synopsis of the recorded 
cases. 
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A Case in which Torsion of a Hydatid of Morgagni 
during Pregnancy without Torsion of Tube or 
Ovary, Caused Urgent Symptoms. 


By Henry Russert ANDREWS, 
Obstetric Physician to the London Hospital. 


On September 11 I was asked to go down into the country to see a 
patient with the following history. Age 36, 2 children, the second 
23 years old, now 6 months pregnant. On September 6, 1912, she 
was sitting on the floor cutting her toe-nails. On getting up she 
felt a sharp pain in the right side of her abdomen. This had 
continued, and she had been in bed since, though she could sit up 
without pain. There had been no vomiting. Pain was not due to 
contraction of the uterus, but was distinctly worse when the child 
kicked. 

The tongue was clean, the appetite good, and the patient wanted 
to get up. Temperature normal, pulse 80. She had had six hours 
sleep the previous night, waking twice for.a few minutes. She had 
been rather constipated. There was a tender spot just above and 
internal to the right anterior superior spine, but no rigidity. The 
right kidney was not tender, there was no pus or albumen in the 
urine, and nothing abnormal could be felt abdominally or per 
vaginam. I could not make a diagnosis. Twisting of an ovarian 
tumour, appendicitis, pyelonephritis and degeneration of a uterine 
fibroid all seemed to be excluded. I thought that nothing serious 
could be the matter, and ordered rest, mustard leaf, and aperients. 

On the 13th the abdomen became somewhat distended, and on the 
next day was greatly distended in spite of enemata. The patient 
vomited only after castor oil. I saw her at 4p.m. The pain was 
much more severe. The abdomen was enormously distended—a 
binder which had overlapped widely could not be made to meet, and 
there was visible peristalsis. The patient was much distressed by 
the distension and looked ill. Examination revealed nothing beyond 
the distension except that the tender spot was still present as before. 
It was evident that the abdomen must be opened. I thought that I 
must have missed a small ovarian tumour which had become twisted, 
but as the diagnosis was still obscure I got my colleague, Mr. James 
Sherren, to go down with me in the evening. 

We operated at 9-30 p.m. On opening the abdomen and explor- 
ing the right iliac fossa a small purple body came into view, which 
was at first thought to be a gangrenous appendix, but was found to 
be attached to the fimbriated extremity of the right Fallopian tube. 
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It was about 2 inches long, ? of an inch thick and was constricted 
in the middle of its length. It had the appearance of being some 
soft structure which had become deeply congested and then become 
practically solid as the result of thrombosis. The tube, ovary and 
appendix were healthy and normal. The small purple body was 
removed after its attachment to the fimbriated extremity of the 
Fallopian tube had been ligatured with catgut. Nothing abnormal 
was found in the abdomen except that the uterine wall appeared to 
be very thin. The abdomen was closed, and the patient put back 
to bed. A 60th of strychnine was given 4-hourly. The distension, 
which had seemed to be rather less when the patient was returned 
to bed, became more marked during the course of the next day. 
She was given a turpentine enema at 10a.m., which caused the 
evacuation of a large amount of flatus, and another enema at 5 o’clock 
brought away a small quantity. I saw her at 8p.m. She had been 
sick five times during the day; the pulse was about 116. She was 
rather distressed by the distension, and complained of some pain in 
the right side of her chest. There was no pain in the right iliac 
fossa. She ws given 100th of a grain of eserine and some hot brandy 
and water, was propped up in a sitting position, and was given a 
two-pint turpentine enema through a long rectal tube. A large 
amount of flatus was passed and the patient felt much relieved. 
After this, progress was satisfactory, although there was a large 
amount of distension for several days. 

Under the microscope the piece of tissue was found to consist of 
a thin-walled cyst with some lymph on its surface, the interior filled 
up with blood clot. It was apparently a twisted hydatid of 
Morgagni, which could not have been larger than a small grape 
before torsion occurred. 

The case seemed to me to be worth recording, as the condition 
was a very unusual one and a correct diagnosis almost impossible. 
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Obituary Wotice. 
Sir William Sinclair: Student Days, 


By Joun Scorr, M.A., M.D. 


I nave been asked to contribute some reminiscences of Sinclair in 
his student days. Sinclair graduated with honours both in arts 
and medicine. I did not know him as an arts student, his class 
being three years posterior to the one in which I graduated. I first 
came to know him about 1869, at which time he was a resident tutor . 
in The Gymnasium, Old Aberdeen, then a flourishing preparatory 
school for the University. Sinclair’s career at the University was a 
distinguished one. He took prizes in classics, mathematics and 
logic, and of all his class was the favourite pupil of the great 
psychologist, Alexander Bain. Through Bain’s influence he was 
offered a tutorship in the family of Lord Amberley, which, luckily 
for medicine, Sinclair declined. Although a good classical scholar, 
Sinclair’s bent was shown at an early period towards science, and he 
took his degree with honours in natural science, at that time a rare 
achievement, 

I came to know him more intimately when we both became 
medical students. With characteristic pluck and energy Sinclair 
engaged in the double work of private tuition and that of medical 
study. He soon became known as facile princeps in his classes, and 
earned the respect of his professors, notably Prof. Struthers, a life- 
long friend, and Prof, Ogilvie, who made him his class assistant. 
But Sinclair was not a mere dry-as-dust student, he was eminently, 
in the Johnsonian sense, a “clubbable” man. Nothing delighted 
him more than evenings spent in sociality with his fellow students. 
But what distinguished him from most of us was that, while we 
were content on these occasions to retire to bed, Sinclair went back 
to his lodgings or to the Royal Infirmary, where in his last year he 
acted as House Physician, there to clap a wet towel round his head 
and work at his books till the early hours of the morning. Many a 
time I have said to him, “ You are burning the candle at both ends,” 
but it was in his nature so todo. Hedid it then, he did it till the end, 
He was profuse and generous in his assistance to students less gifted 
than himself, and thus was a universal favourite. He showed at an 
early period that organizing power which so eminently distinguished 
him in later years. On the social side, he was responsible for the 
inception of the Sawbones’ Club, at which we met once a week and 
discussed strong liquors and medical problems; and on the scientific 
side he founded The Students’ Medical Magazine, to which we all 
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contributed what of learning or wisdom or omniscience we ingenuous 
youths possessed. In our last year the University was convulsed 
by a fierce Rectorial election. The candidates were Huxley and the 
Marquis of Huntly. With characteristic zeal Sinclair threw himself 
into the struggle as a whole-hearted supporter of Huxley, and I may 
say that it was mainly by Sinclair’s advocacy, displayed in many a 
meeting that Huxley was carried triumphantly to the top of the poll. 

In those years was commenced for me a life-long friendship, 
interrupted occasionally, only to be renewed again. Gone, one after 
another are most of the friends of that class, and now last and greatest 
man of them all, Sinclair. I am impelled to cry with Shenstone: 
“ Heu! quanto minus est cum reliquis versari, quam tui meminisse.” 
I wrote to our common friend Dr. Wm, Mearns, of Gateshead, with 
whom Sinclair for a time shared rooms. His tribute to Sinclair’s 
memory is generous. Dr. Mearns, after mentioning Sinclair’s hard 
struggles as an arts student, writes with regard to his medical student 
career: “ From the first he took a leading place among his fellow 
medicals. He came to be looked upon as a leader, and his influence 
on his fellows was very marked. He gained this by his absolute 
straightness and force of character. He had a complete abhorrence 
of anything mean or underhand, and perhaps thus he got the name 
of being very ‘touchy.’ He was the soul of honour, he had the 
courage of his opinions, and once his mind was made up on any 
question he gave forth no uncertain sound, even supposing he 
happened to be on the unpopular side. His favourite motto in those 
days was ‘ Fiat justitia, ruat celum.’ What always struck me about 
Sinclair was the ease and rapidity with which he worked. He was 
thorough in everything he took in hand and had a contempt for the 
mere smatterer. He was a great favourite with his teachers, notably 
Struthers and Ogilvie. To the latter Sinclair acted as class assistant 
for a session, and as he was an accurate and accomplished micro- 
scopist most of the specimens in the Physiology Class of that year 
were prepared by him. On social occasions at the Sawbones’ Club, 
which he founded, no one enjoyed a good story or good song more 
than he did. At these times he was brimful of humour, and I well 
remember his hearty laugh and the merry twinkle of his eye. 
In person Sinclair was well ‘set up,’ fairly stout, with well-cut 
features and sharp eyes. All through his student life he worked 
hard, but he enjoyed the best of health. I look back on my intimacy | 
with Wm, Japp Sinclair as one of the greatest privileges of my 
student life, but you had to know him intimately to appreciate him 
fully.” 

This appreciation by Dr. Mearns gives that touch of intimacy in 


which my own reminiscences may be deficient, and now reluctantly 
I draw to an end. 
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GYNAECOLOGY. 


Gynzcological Disease in the Insane. 

FREDERICK J. TaussiG (Journ. Amer. Med. ASs., vol. 59, p. 713). The 
author examined personally 537 out of about 900 women inmates of a large 
asylum with a view to making a complete gynzecological diagnosis. As a 
result of these examinations 252 of the 537 women were found to have some 
lesion of the pelvic organs sufficient either to cause symptoms or to be in 
a position to cause them sooner or later in their lives. Minor abnormalities 
were not included. The most frequent troubles were mild chronic inflam- 
matory lesions; retroversions of the uterus were present in a large propor- 
tion, and above all relaxations of the pelvic floor and abdominal walls were 
very common. Conditions indicative of arrested development were found 
in over 10 per cent. of the diseased women, but it seems probable that 
gynzecological disease is only slightly more common in insane women than 
in the sane. The point of real interest is the distribution of these lesions 
among the different forms of insanity. In senile dementia and paranoia 
the percentage of women with pelvic trouble was about one-third. In 
dementia przecox about one-half the women were diseased. About two- 
thirds of the imbeciles may be so classed ; in the so-called manic depressive 
group the percentage of women with gynzecological lesions was as high as 
74 per cent. The diagnosis of the pelvic disorder and of the mental 
condition were made separately. Seventeen of the cases were subjected to 
operative treatment, all of whom showed physical improvement and some 
mental improvement as well, and none showed any bad effects either 
physically or mentally. C.N.L. 


Corpus Luteum Extract. 

Curtis F. BuRNHAM (Journ. Amer. Med. Ass., vol. lix, p. 698, Aug. 31). 
Working with Dr. Howard Kelly the author has obtained definite results 
from the use of lutein extract in cases of ovarian insufficiency. He used 
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at first raw material from the sow but latterly tablets containing 20 grains 
were used; as these tablets deteriorate with age they must be fresh. A 
watery extract of fresh corpora lutea of the sow injected intravenously into 
dogs causes toxic symptoms and death. His first clinical experience was 
with a negro woman, aged 26, complaining of 12 months’ amennorrheea ; 
she was healthy and normal in every other way and the pelvic organs were 
normal. She was fed on fresh sow’s corpora lutea, and on the third day 
she began menstruating profusely and continued to do so for 5 days, when 
the lutein was stopped. Two other patients in whom the ovaries had been 
removed a year previously were similarly treated without any effect. The 
dried product has been extensively employed for the relief of the nervous 
manifestations of the real and artificial menopause, also in cases of 
amenorrheea, sterility, dysmenorrhcea, and repeated abortions. It is stated 
that 9o per cent. of the first class of case are greatly improved but some are 
not benefited for no obvious reason. Great benefit is found in many cases 
of functional amenorrhoea in healthy girls. In dysmenorrhcea the results 
have been uncertain, and no benefit has so far been obtained in cases of 
sterility and repeated abortion. C.N.L. 


The Effects of Ureteral Ligation: Experimental and Clinical. 

J. DELLINGER BaRNEy (Surgery, Gynecology and Obstetrics, Sept. 1912) 
has collected sixty-two cases of accidental ligature of the ureter—16 
bilateral and 42 unilateral ; and the present paper is a contrast between the 
clinical symptoms presented by these patients and the experimental results 
of similar operations in animals. 

Ten, or twenty-one per cent., of the patients with unilateral occlusion 
of the ureter presented no immediate or remote symptoms referable to the 
injury; and even when both ureters were ligatured anuria was the only 
symptom. Reflex suppression only occurred once in the series, and this 
rarity is entirely in accord with the author’s experimental results in which 
ligature of one ureter has never been followed by reflex anuria of the 
opposite kidney. 

The longest duration of bilateral occlusion was 96 hours. This case, and 
another of 48 hours’ duration, ended fatally in spite of the establishment 
of drainage by nephrotomy. In the other patients the continuity of the 
ureter was restored either by removal of the ligature or by anastomosis, 
but even then 33°3 per cent. were lost. This high mortality is not so much 
due to the suppression of urine as to the necessary and often prolonged 
operation which is undertaken on an already enfeebled patient. 

Blood was present in the urine of two patients in whom one ureter had 
been obstructed; but as hematuria is never found in dogs after a similar 
operation it is probable that its presence was accidental. So far as obser- 
vations could be made on animals, ligature of one ureter produced no pain 
or tenderness in the corresponding kidney. In the series of cases under 
consideration, however, damage to one ureter gave rise to renal pain, or 
tenderness, or both in 26 per cent., but it was only severe or protracted 
in one patient, who finally underwent nephrectomy. It is curious that 
none of the patients with bilateral occlusion complained of pain or tender- 
ness of the kidneys. 

Contrary to the results obtained experimentally ureteral fistulae— 
generally vaginal—established themselves in 24 per cent. of the cases. 
This apparent conflict of facts finds its explanation in the difference of 
ligature material used by the author, who employed an unabsorbable 
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substance, while the surgeons ligatured with plain catgut. The point is of 
importance for if the ureter is intentionally ligatured some enduring 
substance such as silk or chromic catgut must be used. 

Renal infection was noted in 15 per cent. of cases all of which were 
unilateral occlusion. As it does not follow experimental ligature in healthy 
animals it is probable that this is the determining factor of its occurrence 
in man. 

Hydronephrosis is an almost constant sequel to ureteral obstruction in 
animals, and in this collection of cases it was noted in twelve out of the 
fifteen patients about whom there is any mention of the renal condition. 
The ureter can remain closed for ten days without material harm to the 
kidney ; and to prove this the writer gives short accounts of several cases 
in which, after the ureter had been occluded for many hours or days, 
removal of the obstruction was followed by an immediate re-establishment 
of secretion. The author, therefore, urges delay in performing nephrectomy 
until the kidney is definitely proved to be useless. 

The mortality of bilateral occlusion is 33'3 per cent., and of unilateral 
is 178 per cent., but in both the previous condition of the patient and the 
severity of the operation are important facts in determining the ultimate 
result. W.W.K. 


Prolapse of the Omentum into the Vagina. 

BRANDAO (Revue de Gyn., July 1912) gives an account of an extraordinary 
case. The patient was a nullipara who, while out for a walk, was suddenly 
seized with acute pain accompanied by vaginal heemorrhage. She noticed 
at the same time that something was present at the vulva which was taken 
for a polypus. There was no history of local trauma and no vaginal 
pessary had been worn. She was admitted to the hospital at Rio de 
Janeiro a week later. She was ther found to have a large tumour hanging 
out of the vagina; pus was also escaping from the vagina. Professor S. 
Pozzi, who was visiting the hospital, examined her under an anzesthetic 
the next day, and thought that the mass was an enormous uterine polypus 
attached to the cervix on the right side. The uterus, as measured by the 
sound, was enlarged. The patient died 5 days later—during this time no 
attempt seems to have been made to remove the mass. 

At autopsy, generalized purulent peritonitis was found. The transverse 
colon was dragged down into the pelvis and was fixed to the vaginal mass. 
The exact point of attachment was the hepatic flexure of the colon. There 
was a hole in the posterior vaginal fornix through which the large omentum 
had become herniated. The uterus and appendages were healthy. The 
uterine cavity was 6'5 centimetres long. On histological examination the 
omentum showed hyaline degeneration and in places resembled an ‘‘angio- 
sarcoma.’’ The author concludes with a few suggestions as to the possible 
cause of the vaginal laceration. C.W. 


Urethral Cysts in the Male and Female. . 

Worms and ANDR& Borcker of Nancy (Bulletins et mém. de la Soc. 
Anat. de Paris, June 1912) describe a case of congenital cyst of the meatus 
of the male urethra in an adult aged 26. They turn attention to Mermet’s 
‘“‘ Kystes congénitaux du raphé génito-perinéal ” in the Revue de Chirurgie 
for 1905. Two varieties have been distinguished, dermoid cysts and 
mucoid cysts, to which latter group the authors’ case belonged’ [Professor 
Keith in his ‘‘ Demonstration of Specimens illustrating Cysts of the 
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Female Appendages,’’ JoURNAL, vol. xviii, p. 246 (Oct. 1910), writes: 
‘* Vaginal cysts are not rare but, as a rule, for instance in a case preserved 
in the (R. Coll. Surg.) museum, they appear to arise from Skene’s tubules 
which are the homologues of the prostatic tubules, since they are always 

developed near the urethra. We cannot, however, be too careful about 
homologies because great proliferation of epithelium occurs in foetal life, 
clogging the vagina. Hence the cyst above-mentioned, and some other 
vaginal cysts preserved or reported, may have been developed out of 
epithelial invaginations..’”? Let us note the following statement by Worms 
and Boeckel.—Rep.] These cysts arise in epithelial débris themselves 
relics of the cloacal epithelial plug. The authors’ patient was a waiter 
aged 26. There was no history or evidence of gonorrhcea or any other 
local or constitutional disease. A swelling of the size of a split-pea lay 
at the extremity. of the glans penis, half in the urethra and half on the 
free surface of the glans. It had been observed for four years, and so was 
of very slow growth. It caused no difficulty in micturition, but the patient 
desired its removal. No difficulty was experienced in dissecting it out, its 
covered portion was imbedded in the tissues of the meatus on the left, 
inferiorly. Its walls were transparent. There was no malformation of the 
genital tract. The wound was closed with two fine silk sutures, and healed i: 
well. The cyst contained a clear fluid and its walls were thin. Its under 
surface was invested with stratified pavement epithelium, its inner wall 
with stratified epithelium, the superficial layer, at least, being cylindrical 
resembling that which lines the urethra. This inner layer was slightly ' 
4 rugose and papillated at its junction with the pavement epithelium of the i 
glans. A.D. 


Polycystic Tumour of Cervix. 

Micuer, (Revue Mens. de Gyn. d’Obst. et de Ped., Sept. 1912) has : 
recorded a case of a large polycystic tumour containing colloid material 
which he removed from a virgin of 30 years. The tumour was attached 
by a long pedicle to the cervix and almost filled the vagina. It was 
covered by stratified epithelium and the interior of the cysts was lined by 
dilated cervical glands with columnar epithelium. 

He records this case on account of the tumour being so much larger 
than those described of similar pathology. L.G. 


The After-results of Pozzi’s Plastic Operation on the Cervix. 


Pineau (Revue de Gyn., July 1912) contributes a long article on this 
subject. He gives minute details of 129 cases and also arranges them in 
tables. The article is purely in praise of the operation, and the absence 
of criticism and the author’s eagerness to explain away failures detract 
somewhat from its value. 

The idea of the operation is to dilate the canal of the cervix and the 
external os and then to keep them dilated without removing the mucous 
membrane from either the canal or portio vaginalis, in this way subsequent 
stenosis from the formation of scar tissue is avoided. 

The disadvantages of the operation are said to be dystocia from stenosis, 
miscarriage, prolapse of the cervical mucous membrane. 

In the series of cases which he has collected there has been no dystocia 
but miscarriages seem to have been frequent, although not obviously due 
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to the operation. The chief indications are sterility and dysmenorrhea. 
He claims pregnancy in 33 per cent. of cases within one year of the 
operation and a cure for dysmenorrhcea in 88 per cent. 

No details of the special technique of the operation are given. 

C.W. 
Menstruation ; A Critical Review. 

W. FiscuEr (Gynekol. Rundschau, 1912, Heft 16). When the cause of 
disorders of menstruation lies in the uterine mucosa, changes in the blood 
vessels are to be looked for. If, for instance, in the puerperium, the vessels 
do not resume their normal size, profuse menstruation is frequently met 
with afterwards. After a curetting operation, some new vessels replace 
the old ones and regular menstruation frequently results. The ovary 
probably has some influence on abnormal as well as on the normal mens- 
truation. (van der Hoeven, ‘‘ The uterine mucosa ’’). 

With reference to glandular hyperplasia of the uterine mucosa and its 
relation to uterine haemorrhage, it is better to employ the terms hyper- 
plastic or hypertrophic endometrium instead of ‘‘ endometritis glandularis,” 
as the condition is not really due to inflammation, except in very few cases. 
Etiologically, no connection can be traced between menorrhagia and the 
affections of the glands. Menorrhagia and the menstrual phases alike are 
characterized by hypersemia (dilatation of blood vessels), with oedematous 
infiltration of the mucosa, and with corresponding changes in the inter- 
stitial connective tissue. The unsuccessful cases after curettage seem to 
justify the conclusion that menorrhagia is not dependent upon gland- 
hypertrophy or hyperplasia. The periodic changes in the uterine mucosa 
are accounted for as follows : for several days before the onset of menstrua- 
tion there occurs a dilatation of vessels in the mucosa followed by an 
increase in connective tissue. Shortly before and during menstruation 
heemorrhages occur especially in the superficial layers of the mucosa. 
Connective tissue cells swell out, change their form, and resemble decidual 
cells. As a consequence of this hyperzemia and increased fluid-consistency, 
the glands frequently become altered in shape. In some cases there is no 
change in the glands, in others they are dilated and tortuous; in a third 
series one finds that the glands are dilated and filled with secretion. 
(Schickele and Keller—‘‘ The glandular hyperplasia of the uterine mucosa 
and their relation to uterine hemorrhage.’”’ ‘‘ The menstrual changes in 
the uterine mucous membrane.’’) 

Hyaline changes take place in the middle coats of the small arteries, 
in which the endothelium increases in size and whose nuclei shew a 
diminished staining affinity, at or just before the onset of menstruation. 
The larger arteries (nearest muscle) shew no hyaline changes. It is 
probable that the hemorrhage into the stroma at the time of the menstrual 
flow is due to oozing through or rupture of the hyaline walls of vessels. 
These hyaline changes are only to be observed at or about the time of the 
menstrual phase. (Keller—‘‘ Vessel-changes in the uterine mucosa at the 
time of menstruation.’’) 

In the pre-menstrual stage there is a decided richness in trypsin ferment 
in the mucous membrane of the uterus. It varies in amount between 
menstrual periods, but is certainly diminished just afterwards. In patho- 
logical conditions, especially in glandular hyperplasia, trypsin ferment is 
found to be increased in amount. (Frankl and Aschner—‘‘On the quanti- 
tative estimation of trypsin ferment in the uterine mucosa.”’) 

The presence of glycogen in the glands of the endometrium has a 
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definite relation to pregnancy. The amount varies ordinarily according 
to the menstrual periods. In the premenstrual stage, glycogen and mucus 
are to be found in maximal amount. During menstruation the glands 
expel their glycogen contents, so that, just after the period is over, none 
is to be found. When a period is missed, the impregnated ovum finds a 
very suitable nidus in the endometrium, which is rich in glycogen, since 
in the lumen of the glands numerous drops of glycogen are to be found. 
The stroma-cells become converted into glycogen-containing decidual cells. 
(Driessen—‘ Glycogen production, a physiological function of the uterine 
glands.’’) 

From 1 to 8 days previous to menstruation the endometrium is lined 
in isolated areas by ciliary epithelium. Although in the human subject 
the ciliary epithelium is absent during, and for 1 to 4 days after, menstrua- 
tion, in animals it is found to exist for longer periods. There is a definite 
relation between the appearance of ciliated epithelium and the transporta- 
tion of the ovum. (Mandl— Ciliary and transitional uterine epithelium.’’) 

Endometritis is an inflammation of the endometrium, dependent upon 
connective tissue reaction, following alterative, exudative and proliferative 
disturbances. Degenerative or progressive affections of the glands alone 
should not be designated as endometritis. (Albrecht—‘‘ Pathological 
anatomy of the endometrium.’’) 

Concerning the influence of the ovary on menstruation, it is probable 
that the ovary only regulates the condition, i.e., that menstruation is not 
dependent upon the ovary. The ovary is a protective and not causative 
factor in menstruation. Symptoms of menstruation have been observed in 
the human subject after double odphorectomy. The author cannot attribute 
to any particular organ or organs any specific influence on menstruation. 
In menstruation the whole organism is to some extent affected, and the 
ovary only plays its rdle as part of the whole. (Halban—‘‘ The study of 
menstruation ’’ (with reference to the protective influence of the ovary on 
the menses).) 

In the ovaries there exists a substance which causes a hyperemia in the 
uterus followed by an output of blood which does not easily coagulate. 
The effect lasts only during menstrual life, and the substance may be 
looked upon as a hormon. The changes in the uterus are accentuated by 
it during pregnancy; in the event of no pregnancy taking place, the 
substance escapes with menstruation. The thyroid gland and suprarenal 
bodies, having each an internal secretion, exercise a certain influence on 
the menstrual function. Menstruation is an outward sign of chemical 
activity affecting the uterus and ovaries; its periodicity is a developmental 
symptom. (Schickele—‘ The study of menstruation.’’) 

A marked hyperzemia of the uterus is an essential factor in menstrua- 
tion. The variable amount of blood which exists in uteri of women of all 
ages is described schematically. 

The commencement of heemorrhage from the uterus is often preceded - 
by ovarian hormons, cessation depends chiefly on the function of the 
uterine musculature. If there is uterine hyperemia, the menorrhagia and 
metrorrhagia are greater. (Theilhaber—‘‘ The study of the origin of 
menstruation ”’ and “‘ The réle of the ovaries and the uterine musculature 
in the origin and course of hemorrhage from the uterus.’’) 

In the uterus bicornis the pains in either horn act independently of 
each other. This accounts for cases of occasional persistence of menstrua- 
tion in ordinary pregnant uteri, but it is not conclusive that follicular 
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activity, as regards maturation and expulsion of the ovum, takes place at 
the same time. Theoretically it seems possible for menstruation to con- 
tinue in the non-pregnant horn of a pregnant bicornute uterus. (Bucura— 
“Premature shedding of the decidua in uterus bicornis,’’ also remarks 
concerning the physiology of the bicornute uterus and menstruation 
during pregnancy.) 

There is some connection between uterine myomatous formation and 
ovarian secretion, and between uterine hemorrhage and ovarian secretion. 
With x-rays (hard tube) it was noticed that in two cases menorrhagia 
ceased after rays were applied for a period too short to penetrate so as to 
afiect the deeper organs, and yet long enough to produce erythema of the 
skin. The explanation lies in the fact that the ovarian secretion is 
chemically altered in the blood. It is possible that a cessation of the 
ovarian secretion in these cases calls into action the influence of an 
antagonistic (suprarenal?) internal secretion, which accounts for the 
phenomenon. (Gérl—‘‘ X-rays and the theory of Menstruation.’’) 

After the removal of the endometrium by curettage, different effects 
were produced in the subsequent menstrual history in cases of endometritis 
and post abortionem. After the treatment, in endometritic cases, mens- 
truation occurred on the date at which it was ordinarily expected, whereas, 
after abortion, the menses appeared usually in the third or fourth week 
after curetting. In the former, endometritis, the cause lay not in the 
condition of the endometrium but in the controlling influence of the ovary. 
In the latter, abortion, neither the regeneration of the endometrium nor 
involution of the uterus determined the onset of menstruation, and there 
is reason to believe that a double influence, namely, ovarian and placental 
activity, will account for these phenomena, since metabolic changes occur 
which act antagonistically to one another. (Jager—‘‘ The onset of men- 
struation after curetting.’’) 

The author disputes the contention that spontaneous ovulation is a 
necessary factor in regard to conception. It is that particular follicle, 
which ruptures as the result of the act of coitus in the intermenstrual 
period, that renders conception possible. (Chazan—‘‘ On the relation of 
conception to menstruation.’’) 

Observations made, while operating for uterine displacements and 
extragenital disorders, proved that the relation of ovulation to menstrua- 
tion is a very definite one. Ovulation never occurs during, or even shortly 
after, menstruation; a recent corpus luteum is invariably to be found in 
the intermenstrual period, and then generally towards the termination. 
(Fraenkel—‘ The chronological relation of ovulation and menstruation.’’) 


While Kagi and Veit consider hzemorrhages from the uterus as being 
due to anatomical changes in the ovaries, the author looks upon disturb- 
ances in functional activity of the ovary, as the cause. (Pankow—‘‘ The 
ovary as the cause of uterine hzemorrhage.’’) 


The corpus luteim is an epithelial structure possessing, an internal 
secretion. There is a store of plasma and fat laid up in the cells of the 
theca; this process extends into the granulosa cells. In its formation, the 
corpus luteum passes through (1) a hyperemic stage, early on; (2) a 
proliferating stage, in which lutein is deposited in the proliferating and 
transitional granulosa; (3) a stage of glandular metamorphosis, causing 
(by further vascularization) the granulosa to become more infiJtrated with 
lutein; (4) the hemorrhagic stage; surrounded by epithelium, the blood- 
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clot becomes organized. Glands possessing an internal secretion appear 
and proliferate; (5) the final stage of retrogression. No instances of 
ovulation were noticed to occur during pregnancy. (Meyer—‘‘ The forma- 
tion of the corpus luteum in the human subject.”’) 

Unlike what obtains in animals, human ovaries failed to reveal inter- 
stitial gland formation. Histologically the thecal lutein cells are the 
analogue of interstitial glands, both of these structures take origin from 
the atresic follicle. The thecal lutein cells are not discernible with the 
ordinary staining methods. These cells are not identical with the inter- 
stitial glands of the lower animals’ ovaries; nevertheless they may be 
considered to be precursory. The function of these interstitial glands is 
not given here. (Schaeffer— Investigations in the comparative histology 
of the interstitial glands of the ovary.’’) 

On the whole, the retrogressive changes in the follicles of the human 
being and lower animals simulate each other, for in the animals the 
smallest, therefore the youngest, follicles are liable to perish, while the 
medium-sized ones generally thrive. (Benthin—‘‘ On follicle-atresia in 
mamunals.’’) 

In a tuberculous woman who had never menstruated, one ovary remained 
functional in the respect that it contained a recent corpus luteum. The 
amenorrhcea was due to the tuberculosis and not to the mere absence of 
the menses. Ovulation and menstruation do not necessarily exclude each 
other. (Ogorek—‘‘A functionating ovary in a woman who had _ never 
menstruated.’’) 


The review contains extensive references to literature. J.S.Y. 


Malignant Degeneration of Myoma Uteri. 


Herre (Monatssch. f. Geb. u. Gyn., Bd. 36, Heft 3, S 325). In 468 
operated cases of myoma there was found malignant degeneration in the 
uterine mucosa or in the tumour on 29 occasions, or 62 per cent. The 
malignant changes were found 16 times in the mucosa, and 13 times in the 
muscular tissue. In contrast to cancer of the uterus, where the cervix is 
much more frequently attacked than the body of the organ, in myoma 
degeneration the reverse is the case. 

The diagnosis is difficult, as the symptoms overlap, and thus delay in 
active treatment may readily occur. The most usual age at which this 
degeneration seems to occur is between 45 and 55, and over 60. 

In sarcomatous degeneration there is the same difficulty in diagnosis. 
In the series of 468 operated cases this condition was found 13 times, and 
in no case could a certain diagnosis be reached. It was considered 
suspicious when there was rapid growth, especially after the change of 
life, accompanied by pronounced weakness of the subject; still not infre- 
quently rapid growth occurs in changes of a harmless nature. There are 
no data to be obtained from the age of the patient in this case. As regards 
the site of such malignant myomata, they occurred most frequently in the 
submucous variety, few in the interstitial form, and none in the subserous. 

An important point emerges from this study, viz., that the Réntgen 
treatment of myoma does not do away with the need of operation, and that 
all cases require most careful and continued observation, so that on the 
appearance of any suspicious symptoms no time may be lost in dealing 
drastically with the case. W.R.P. 
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The Technique of the more extensive Abdominal Operations for 
Cancer of the Womb. 

F. J. McCann (Lancet, Sept. 21 1912). In this paper the author’s aim 
is to show the advantages of the abdominal route over the vaginal in 
operations for carcinoma of the uterus. 

The operative technique on which he dwells is that of Wertheim, but he 


has made certain modifications of the operation which he considers to be 
of great advantage. 


These are in brief :— 


(1) The initial disinfection of the seat of the growth. 

(2) The protection of the abdominal incision during the operation. 

(3) The opening up of the utero-vesical pouch and exploring the cellular 
tissue in this region before commencing to cut through the broad ligament ; 
so that if the growth is too extensive the wound can be closed without © 
much detriment to the patient. 

(4) The carrying of this transverse incision in the utero-vesical pouch 
up to the intestine and over the ovarian vessels, so that these can be tied 
separately and not in a bunch of tissue, and for the easy exposure of the 
ureters. 

(5) The separation of the bladder from the cervix by means of snipping 
with blunt pointed scissors, and by means of dry gauze on the fingers. 

(6) The not too extensive stripping of the ureters. 

(7) Not plugging the raw cavity left in the pelvis with gauze, as this 
favours infection and tends to irritate the bladder and give rise to cystitis. 


He gives Wertheim’s figures for his 500 operations and shows that with 
improvement of the technique the mortality has decreased, and goes on to 
say that this mortality will be still further lowered as the methods used 
improve. 

He then discusses the superiority of the abdominal over the vaginal 
route, and concludes with special points on the abdominal operation for 
cancer of the body of the uterus and the suitability of the cases. 


J.M.W. 


A Case of Ectopic Gestation at Full Term with Feetus carried in 
Abdomen for thirty-five years. 

FRANK N. YEAGER (Journ. Amer. Med. Ass., vol. 59, p. 443). The 
patient was aged 72 and had always enjoyed good health until she became 
pregnant for the last time and expected to be confined on August 2 1877. 
At that time she had severe pains apparently of the natural order but 
without result. For the following six months the patient suffered greatly 
from pains in the right side. She had a number of attacks of metrorrhagia 
with bearing down pains, and the abdomen decreased in size. Subse- 
quently she enjoyed fair health until the menopause, which occurred about 
the usual time giving her little trouble. Eight years after the menopause 
ascites commenced, and a hard mass could be readily felt in the lower part 
of the abdomen. In addition to this the patient evidently also had a large 
ovarian cyst. During the last thirteen years of her life she was tapped 
forty-seven times, the amount of fluid removed amounting to fourteen 
hundred and fifty-two pounds. The tumour was removed at the autopsy 
with difficulty on account of the adhesions; it weighed 6} lbs.; it had 
the appearance of and felt like a hard calcified fibroid. Afterthe calcareous 
capsule was removed it was found to contain the mummified foetus of a 
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female child at full term. The placenta must have been absorbed, as 
nothing could be recognised which might have been the remains of that 


organ. C.N.L. 


Treatment of Tubal Pregnancy. 

Lewis J. LApInsK1 (Journ. Amer. Med. Ass., vol. 89, p. 854). The 
question of immediate or postponed operation is discussed in this paper. 
A case is related in which, after examination in a consulting-room, the 
patient was discussing with her husband as to whether she would have an 
operation performed upon her immediately according to the advice of the 
surgeon; she was suddenly taken ill and died of internal hemorrhage 
before an operation could be done, within about an hour after examination. 
A case of this sort teaches the lesson that it is impossible to determine in 
advance from the signs, symptoms, and conditions of any case of tubal 
rupture, or abortion, as to whether the patient may rally from the shock, 
or die pending an operation. In another case of similar nature the patient 
fainted and collapsed in the doctor’s waiting-room. She was at once 
rushed to a hospital, operated on then and there, without anzesthesia, and 
made a rapid recovery. This case is one of a large series suffering from 
various degrees of shock or collapse on whom the immediate operation was 
performed. In no instance did the severity of the shock or collapse militate 
against undertaking the immediate operation. A large majority of the 
patients began to improve as soon as the anesthetic was begun, but if 
the patient’s pulse did not improve materially before removal from the 
operating table, an intravenous infusion was given. Ladinski is convinced 
that the presence of blood in the peritoneal cavity is an important factor 
in causing vasomotor paralysis and shock; and that the longer the patient 
is allowed to bleed the greater the depression, and the more profound the 
shock. In 200 operations for tubal pregnancy of every variety there were 
three deaths: two of these deaths followed deferred operations. This 
seems to prove the case for immediate operation. C.N.L. 


Abdominal Pregnancy: Appendicitis diagnosed. 


Rena Biocn (Bulletins de la Soc. d’Obst. et de Gyn. de Paris., etc., 
June 1912) claims to have observed an instance of primary peritoneal or 
abdominal pregnancy. A pregnant woman was admitted into hospital for 
an acute attack of abdominal pain, mostly in the right iliac region, in the 
fifth month of pregnancy. She was thirty years of age, married several 
years, but never pregnant before this occasion. There had been vomiting, 
constipation aad headaches, but no abdominal pain. In the middle of the 
fourth month an acute attack of pain came on and the patient stayed in 
bed until she was admitted. There had been no vomiting, but a little 
blood oozed from the uterus. The abdomen was so tender that palpation 
failed to define the parts satisfactorily. There was a resistant body in the 
right iliac fossa and the uterus seemed to reach as high as the umbilicus. . 
The cervix was soft and enlarged, the os patulous, and the fornices were 
free. The pain had begun, the patient declared, a few days after quicken- 
ing, and the motions of the child could no longer be felt. Bloch suspected 
inflammation of the vermiform appendix complicating pregnancy. He 
made the usual incision, cutting down on the layers of the abdominal wall 
after passing a grooved director, until he came upon very thick peritoneum. 
On laying it open, he found that the resistant body was not the appendix, 
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but the leg of the foetus. The operator suspected that he had perforated 
a normally gravid uterus, and made the usual median incision intending 
to do a Ceesarean section. But instead of a gravid uterus he found a free 
foetus, with its head jammed between the liver and right kidney. Its back 
was turned forwards, the trunk lay mostly to the right of the middle line, 
and the funis ran obliquely downwards into the left iliac region. It joined 
there the placenta, which was cauliflower-like and as big as a Tangerine 
orange. There was no membrane enveloping the foetus, no liquor amnii 
and no free blood or clot. Bloch declares that the placenta was inserted on 
to the infundibulum of the left Fallopian tube yet at the same time was 
completely extra-tubal. He removed the foetus with the placenta and left 
tube, leaving the uterus and the right appendages. In six weeks, after 
complete convalescence, the catamenia appeared. 

[An important case, which should be studied with others related in - 
the seventh chapter of Taylor’s Extra-uterine Pregnancy. Professor Taylor 
would have registered Bloch’s case under tubo-abdominal pregnancy. The 
placenta was attached to the infundibulum which, according to current 
views about the origin of ectopic gestation, meant that the impregnated 
ovum had been arrested and embedded in the mucosa of the infundibulum 
of the tube and developed as a ‘ tubo-ovarian sac.’”? Then the wall of the 
sac had yielded, and the foetus had escaped into the abdomen and 
developed. ‘Taylor (loc. cit., p. 47), however, assumes that “the protection 
of the unruptured amnion, however, appears to be absolutely indispensable 
for this development.” He would believe that Bloch overlooked the 
amniotic sac which in one of his (Taylor’s) own cases was found on close 
inspection to form ‘‘a very thin transparent pellicle or membrane ”’ 
reflected over the viscera (Taylor’s ‘‘Second Case of ‘Abdominal’ Pregnancy 
successfully treated by Removal of Child and Placenta 3 months after Death 
of Child at Term ”’), Trans. Obstet. Soc., vol. xxxix, 1897, p. 178.—Rep.] 

A.D. 


OBSTETRICS. 


The influence of the age of the mother on the sex of the child. 
AHLFELD (Monatssch. f. Geb. und Gyn., Bd. 36, Heft 3, p. 271). Some 
years ago the author noted in his statistics of elderly primiparee that there 
seemed to be an excess of male children. At first he did not attach any 
importance to this observation, but soon after Hecker noted the same thing 
in a statistical review of the births in the Munich Clinic, and expressed the 
view that this peculiarity might possibly shed some light on the question 
of the determination of sex. A third contribution, this time that of 
Schramm-Ahlfeld, showed the same thing, and further, that as the age of 
the primipara advanced, the number of male births increased proportionally. 
Several further observations seemed to strengthen this view, so that the 
idea became fairly universal. Recently the writer has gone over the 
available statistics, which are now of course much more comprehensive, 
and finds that he must modify his opinion as the result. He publishes 
tables derived from his study of the work of several large clinics, and 
concludes that the sex is in the ovum before its impregnation. Further 
the crux of the question lies in the solution of the question under what 
conditions are male and female ova respectively impregnated. This 
question is not yet solved by statistics so far examined, and he wishes 
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that more exact information could be obtained from registration officials, 
who might note the age of the woman, the number of her pregnancies, and 
the sex of the infant. The medical attendant, or as in most cases in 
Germany, the midwife, or both, might draw up a yearly list, which might 
be made available for statistical purposes. W.R.P. 


The use of Pituitary Extract in Obstetrics. 


ROEMER (Miinch. med. Wochensch., Sept. 1912) reports the results of 
17 cases in which pituitary extract was used. In 10 spontaneous delivery 
followed its administration. Two cases were face presentations, and in 
one twins were delivered after two strong uterine contractions. Forceps 
had to be used in 7 cases on account of weak foetal heart sounds, and in 
two cases because uterine contractions hadceased. The injection of pituitary 
extract had, however, dilated the passages, and consequently shorter time 
was required for forceps delivery—a distinct advantage to child and 
obstetrician. In one case three injections of pituitary extract did not 
influence the rigid cervix in a I-para 30 years of age. The cervix had to 
be incised and the child delivered by forceps. Roemer points out that 
pituitary extract is valuable for initiating labour and for hastening the 


first stage, although ergot still remains the best drug for post partum 
administration. J.A.C.K. 


Further Experience on the Action of Pituitary Extract in Mid- 
wifery. 

Grinpaum (Miinch. med. Wochensch., Sept. 1912) points out the 
advantages of the use of pituitary extract in primary and secondary 
inertia. He also refers to some unfavourable results, e.g., tetanus of the 
uterus resulting in the death of the child as reported by Mackenrodt. In 
the majority of cases, however, it is a trustworthy uterine stimulant. It 
is not always effective for delayed labour due to rigidity of the soft parts. 
Its use frequently obviates the necessity for applying the forceps at the 
outlet, which in private practice may be associated with a certain amount 
of morbidity. He quotes results of 65 cases treated by pituitary extract. 
He divides them into three groups : 1st, fifty-two cases where it was given 
on account of weak pains; 2nd, cases where it was administered to help 
the weak pains, but where forceps had ultimately to be applied; 3rd, cases 
where it had no effect, e.g., placenta praevia and premature labour and 
where turning and extraction had to be resorted to. From his experience 
of 65 cases he concludes that pituitary extract is a most valuable agent for 
increasing uterine contractions during labour. The more advanced labour 
is, the better the results. As a means of bringing on premature labour 
or terminating an abortion it is not so reliable, and it is of less service 
during the puerperium. He considers 1-2 cmms. a sufficient dose to 
produce the desired effect without causing cardiac weakness. He empha- 
sizes the importance of a reliable preparation and he always uses that of | 
La Roche. J.A.C.K. 


Appendicitis complicating Pregnancy. 

PALMER FINDLEY (Journ. Amer. Med. Ass., vol. lix, p. 612, Aug. 24). 
It is difficult to arrive at any estimate of the frequency of this complication. 
The explanation for recurrent attacks of appendicitis in pregnancy lies in 
the vascular engorgement of the appendix, in the constipation which is so 
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commonly associated with pregnancy, in the toxazemias of pregnancy, in 
the encroachment of the uterus in the early months, and finally in the 
occasional presence of adhesions binding the appendix to the uterus and 
its appendages. While mild attacks do not alter the course of pregnancy, 
severe attacks will usually result in the interruption of pregnancy and not 
infrequently in death of the fcetus in utero. Infection may extend to the 
uterus by way of the tubes or broad ligaments. Appendicitis in pregnancy 
generally runs a more rapid and destructive course and there is greater 
tendency for the abscesses to burst into the peritoneum, and this fact is 
an indication for immediate operation in the severe cases, in which as a 
tule the pregnancy is interrupted. Many cases have been recorded in 
which the appendix has been removed and abscesses drained without inter- 
fering with the pregnancy, and special care should be taken during 
operation to avoid any undue handling of the uterus. C.N.L: 


The Quantity of Sugar in the Blood in Eclampsia. 


BENTHIN (Zeitschr. f. Geb. u. Gyn., Hft. Ixxi, Bd. 3) continues his 
observations on the sugar-content of the blood in pregnancy and labour and 
the puerperium, the first account of which was abstracted in these pages in 
the JourNAL of January 1912. He finds a definite increase in the sugar in 
cases of eclampsia, which he is inclined to attribute to the increased 
muscular movements during convulsions. R.W.]J. 


Concentric Compression of Uterus: The Dublin Method in the 
Management of the Third Stage.’ 


Reicu (Zent. f. Gynik., Nr. 30, 1912) calls attention to the fact that the 
uterus is a slowly working muscle and that any undue irritation in the 
shape of massage, kneading, etc., in order to stimulate its contraction is to 
be deprecated as a routine. It is well known that too speedy expulsion of 
the uterine contents is apt to be followed by atony, and this fact is apt to 
be forgotten with regard to the third stage. 

The Credé method is only used when the placenta is already loosened 
and lies in the vagina, or where haemorrhage or other cause demands the 
immediate removal of the placenta, or where the placenta is unduly slow in 
becoming separated by normal means. 

In cases where there is a history of severe heemorrhage in preceding 
labours or where the condition of the first and second stages makes one fear 
the onset of atony in the third stage, the author has found what he calls the 
Dublin method of value. He rightly points out that massage and kneading 
may take some time in initiating a contraction and meanwhile the patient 
may be dangerously depleted. 

The method he advises he has tested in the last eight years in cases of 
Czesarean section, which he has almost invariably carried out before the 
onset of labour. After opening the abdominal cavity the uterus is turned 
out and is firmly grasped laterally, pressure of the assistant’s hand on each 
side supporting the uterus. After the delivery the child is allowed to rest 
on the patient’s thigh till the umbilical circulation ceases. The uterus 
meanwhile is rolled in hot towels soaked in saline solution and is grasped 
by the assistant’s hands which pass round and exert a concentric and 
continued pressure. The author finds it better to wait till the placenta is 
spontaneously separated. By this means the hemorrhage at the operation 
is greatly diminished. He has convinced himself that the adoption of this 
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method lessens the immediate hzemorrhage, is the best preventive against 
post operative atonic bleeding and against the risk of leaving pieces of 
membranes or placenta behind. 

Adapting this method to ordinary cases of labour, he comes to the 
following conclusion : ‘‘ Concentric compression of the uterus (Halten der 
Gebarmutter) is the best and only right method of managing the third stage 
of labour, and we have no better method of preventing and treating 
haemorrhage in the third stage or in the early hours of the post partum 
period.”’ J.Y. 


Indications for Abdominal Cesarean Section with the Technic 


of the Operation and Analysis of 352 Cases from the Wards of 
the New York Lying-in Hospital. 


Ross MCPHERSON (American Journ of Obstetrics, July 1912) gives his 
conclusions in the following summary :— 


(1) Caesarean section is the preferable method of delivery under condi- 
tions where a viable child may not be delivered by normal ways and 
provided the mother can bear the surgical risk. 

(2) The mortality statistics shew that early examination, freedom from 
previous manipulation and from other efforts to deliver, are important 
points for the best results. 

(3) However, the fact that the patient has been some time in labour need 
not preclude the efficiency of the operation. 

(4) Conditions should be satisfactory for this operation as it requires a 
particular technique with skilled assistants for the best results. 

(5) The most important points of technique are :—(a) High incision. 
(b) Non-delivery of the uterus from the abdominal cavity. (c) The absence 
of any method of constriction to prevent bleeding. (d) The method of 
suture as described in the article. 

(6) Given such conditions as are demanded for the technique of the opera- 
tion, and with the elimination of those patients who would die under any 
method of treatment, we may hope for a mortality not to exceed 2 per cent. 

S.J.A. 


Czsarean Section following Suspension of the Uterus. 


J. Kynaston Croucu (Australian Med. Gazette, vol. xxxvi, no. 2, p. 569) 
records the case of ii-para, et. 38, upon whom ventro-suspension of the 
uterus had been performed three years previously. In November 1910 Dr. 
Crouch removed a large ovarian cyst and then noticed that the uterus was 
suspended to the abdominal wall by two stout bands each about two inches 
long. When next seen the patient was about six months pregnant and 
nothing abnormal was found. During labour it was noticed that the cervix 
was almost out of reach on a level with the promontory of the sacrum to 
which its axis was directed and there was also a presentation of the cord. 
Czesarean section was pertormed but the child was born dead; the mother 
made a perfect recovery. 

The author points out that this was a case of suspension, and not 
fixation, of the uterus, and publishes the case as a warning that suspension 
operations are not so universally safe as they are believed to be if performed 
during the child-bearing age. J.A.W. 


238 Journal of Obstetrics and Gynecology 


Czsarean Section done under Spinal Anesthesia for Eclampsia. 


James P. Marsu (Journ. Amer. Med. Ass., vol. 59, p. 940). These were 
three cases of eclampsia occurring about the eighth month of pregnancy. 
The author’s previous experience of Czesarean section under ether in 
similar cases had been bad. The three women operated on under spinal 
anesthesia were in extremis, but recovered. The contraction of the uterus 
was as rapid and firm as is usual in cases operated on under ether. 

C.N.L. 
Transperitoneal Cervical Cesarean Section. 

HENKEL (Miinch. med. Wochensch., Oct. 1912) traces the history of the 
Caesarean operation from the improved method of Porro up to Frank’s 
‘published cases of extra-peritoneal operation in 1907. Frank reported 13 
cases with good results to mother and child, and he recommended the 
extra-peritoneal operation in all cases where the uterine contents were 
infected. Henkel describes the technical development of the extra-peri- 
toneal operation as performed by Latzko and Déderlein. He points 
out that with the extra-peritoneal operation, the morbidity may rise to 
30 per cent. even in the hands of expert operators, and further one has to 
take into account the injury to the connective tissue, and the difficulty 
there may be in delivering the child by forceps, turning or even perforation 
as compared with the ease of delivering the child in the classical operation. 
The principal advantage of the extra-peritoneal operation is avoidance of 
infected uterine contents reaching the peritoneal cavity. In the early 
stages of labour, on account of the low position of the peritoneum, it may 
be difficult to avoid injuring it while performing the extra-peritoneal 
operation, so that infected material may thereby reach the peritoneal 
cavity. Henkel reports a case of a patient 18 years of age who had rigors 
and a high temperature for a few days. She was delivered by the extra- 
peritoneal operation. The peritoneum was accidentally torn. Immediately 
pus escaped showing that the condition was one of general suppurative 
peritonitis. There was no clinical symptom of such a condition. He 
quotes this case because it shows that the suppurative peritonitis might 
have been attributed to the injury to the peritoneum during the extra- 
peritoneal operation. The more complicated the wound conditions are by 
the extra-peritoneal operation, the greater the danger of infection. As com- 
pared with ordinary abdominal section it is impossible to protect the wound 
against micro-organismal invasion. He points out the difficulty of distin- 
guishing between doubtful and certain infected cases. Evena bacteriological 
examination of the vaginal and cervical secretions before the operation, and 
a rapid pulse, and high temperature cannot be taken as a positive proof of 
infection. Henkel emphasizes the great advantage of delivering the child 
through the lower uterine segment. He attributes improved results to the 
use of thin catgut. Kiistner, however, attributes the good results to the use 
of improved aseptic precautions. Henkel thinks that by the transperitoneal 
cervical operation a communication between the peritoneal cavity and the 
uterine cavity can be avoided. The operation is so carried out that the 
bladder with its broad and uninjured peritoneum can be brought over the 
wound in the anterior cervical wall so that the peritoneal sutures run 
transversely to the uterine ones. Consequently the peritoneal wound runs 
at right angles to the uterine wound. 

Although Latzko states that the danger of infection fr6m injury to the 
connective tissue can be met by effective drainage Henkel thinks that the 
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transperitoneal operation protects the peritoneal cavity more securely 
against infection. The danger of subsequent hernia is less in the trans- 
peritoneal than in the extra-peritoneal operation. Henkel reports 33 trans- 
peritoneal cervical sections, with one death. The fatal case was one of 
central placenta praevia, the cause of death being phlegmonous inflamma- 
tion between the bladder and lower uterine segment. Only in 3 of the 
cases were the membranes unruptured before operation. He protects the 
abdominal wounds by rubber paper covered with gauze. The uterus is 
brought forward and surrounded by a sterile towel. The patient is placed 
in a Trendelenburg position sufficient only to enable the operator to reach 
the lower segment with ease. In cases distinctly infected the uterine 
incision is made through the whole length of the cervix and carried as low 
down as the anterior vaginal fornix. When drainage is necessary he does 
so with gauze soaked in antistreptococcus serum. He concludes that the 
transperitoneal cervical Ceesarean section is alike suitable for clean, 
doubtful, and infected cases. In cases of marked general infection 
hysterectomy is the only possible method. J.A.C.K. 


Pubiotomy. 


SIDNEY JAcoBSON (Surgery, Gynecology and Obstetrics, August 1912) 
has collected all the published cases of pubiotomy which have been 
performed in America. There have been 39 primary, and 14 secondary 
pubiotomies, meaning by that cases in which previous attempts at delivery 
by forceps, or otherwise, have been employed. Of the 39 primary 
operations all the mothers remained alive and only 10 per cent. of the 
children were lost. Out of the 14 secondary operations three mothers and 
eight children were lost. 

Most of the operations were performed by the subcutaneous method, but 
the author himself favours the open operation, the technique of which he 
fully describes. W.W.K. 


Radical Treatment of Abortion. 


Ross MCPHERSON (Journ. Amer. Med. Ass., vol. lix, p. 709, Aug. 31). 
After a long experience of abortion at the New York Lying-in Hospital 
the conclusion has been reached that rarely if ever is an abortion complete 
if left to natural processes. Something is nearly always left behind to 
form a possible nidus for infection later on. When an abortion is found 
either incomplete or inevitable the best thing to do is to pack the uterus, 
cervix and vagina as tightly as possible with iodoform ribbon gauze and 
leave it in for 24 hours. After this a general anzesthetic should be given, 
the cervix dilated and the uterus thoroughly scraped out with a sharp 
curette: it should then be scrubbed with gauze and an iodoform gauze 
drain left in. Douching of the cavity is not needed and may lead to some 
of the fluid finding its way through the tubes. C.N.L. 


Drainage of the Kidney in Pregnant Patients. 


Epwarp P. Davis (Journ. Amer. Med. Ass., vol. 59, p. 859). Infection 
of the kidney during pregnancy by the bacillus coli communis is moderately 
common, and is most often seen in ill-nourished patients in whom the 
functions of the intestine are sluggishly performed. The chief symptoms 
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are indefinite pain in the right side of the dorsal region, and the right 
lower abdomen. It is often impossible to differentiate this pain from the 
pain of subacute appendicitis. As the infection becomes well developed 
pain is more frequent, and in some cases rigors develop. The high 
leucocyte count is usually observed, and in thin patients the kidney can 
be felt to be enlarged. In mild cases the treatment consists of rest in bed, 
milk diet, and abundant use of pure water. Catheterisation of the ureter 
has been tried. Drainage of the kidney through a lumbar incision allows 
of efficient surgical treatment. The kidney is exposed in the usual manner 
and fixed in the wound by several stitches of chromic catgut. It is then 
incised and the finger is passed through the substance of the organ into 
the pelvis. A gauze drain is inserted which can be gradually removed. 
Pus is not always found, but cultures taken from the blood, which comes 
from the kidney, usually demonstrate the presence of infection. C.N.L. 


Endogenous Infection in Midwifery. 

Pankow (Zeitschr. f. Geb. u. Gyn., Bd. Ixxi, Hft. 3) distinguishes the 

following varieties of infection in labour and the puerperium :— 
(1) Infection with endogenous organisms. 

(a) Spontaneous—by the purely spontaneous passage of organisms 
commonly found in the lower parts of the genital tract to the 
upper, and usually germ-free, portions. 

(b) Artificial—organisms endogenvus in the lower reaches of the tract 
carried to the upper parts b) hands or instruments which are 
themselves possibly sterile. 

(2) Infection with exogenous germs.—Ofganisms conveyed to the 
genital tract from without by the hands or instruments of the attendant. 

(3) Heematogenous, lymphogenous, or descending infection.—Organisms 
conveyed by the blood or lymph from other parts of the body, or by direct 
extension from neighbouring organs. 

(4) Auto-infection. 

(a) With endogenous germs-—conveyed from the lower to the upper 
reaches of the genital tract by the patient herself. 

(b) With ectogenous germs—the patient infecting her genital tract 
with the ordinary saprophytic organisms found on her hand. 

(c) With exogenous germs—the patient infects her genital tract by her 
hand which has come into previous contact with some extraneous 
septic matter. 

Pankow records some bacteriological investigations which force him to 
the conclusion that there is a constant immigration of organisms from the 
vulva to the vagina, but that in the vagina these organisms are annihilated. 
The organisms become more and more scarce in the upper parts of the 
vagina, and rarely survive in the vaginal vault. These observations bear 
out the teaching of Déderlein, Menge and Kronig as to the self-disinfection 
of the vagina. Pankow further concludes that, as has already been stated 
by Krénig, a spontaneous infection with endogenous germs is possible, and 
that this infection is not due to organisms which live in the upper parts 
of the vagina, but to organisms from the vulva. These may obtain an 
entrance to the upper vagina, cervix and uterus, owing to the reduction 
in the protective secretion of the vagina caused by the escape of the liquor 
amnii and blood. 

Clinical observations and comparisons of cases treated by vaginal 
examination, by rectal examination, and by no examination at all (the 
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only handling being in the protection of the perineum), indicate that in 
hospitals we must reckon with spontaneous infection by endogenous 
organisms in about 5 per cent. of all primiparous cases, and 3 per cent. 
of multiparous cases. The employment of vaginal examination adds 
another 4 per cent. of artificial endogenous infections in primiparee, 2 per 
cent in multiparze. The increased frequency of such infection in primiparee 
is associated with the longer duration of labour, the frequent and pro- 
longed damming up of the secretions, and the greater frequency of 
lacerations of the genital tract. 

Two fatal cases of spontaneous endogenous infection were observed 
after perfectly uncomplicated labours. 

Statistits are not available to show how far artificial endogenous infec- 
tion is to be expected in operative confinements, but the relative proportion 
of infections in primiparze and multiparee suggests that the large wounds 
made in operative delivery would offer easy entrance to infection by 
endogenous organisms. 

There are also no statistics to show how common endogenous infection 
is in private practice, but it must be admitted that blame cannot be thrown 
on the attendant in every case of puerperal infection: 

The expression “‘ Infection comes from without ’’ means in the case of 
puerperal women in hospital, that the danger comes, not from the attendant, 
but from her own external genitals. According to the author’s observa- 
tions, the omission of vulvar and vaginal disinfection has not had any 
particularly bad effect upon the puerperal morbidity rate. R.W.J. 


Treatment of Septic Thrombophlebitis of Puerperal Origin. 

C. Gerr MILLER (Journ. Amer. Med. Ass., vol. 59, p. 157). Keen interest 
in this subject was aroused by the success of aural surgeons in the treat- 
ment of pyeemia by exposing and clearing out the thrombosed transverse 
sinus with or without ligature of the jugular vein. There is no marked 
pathological difference between aural and puerperal pyzemia. Both present 
the pure forms of thrombophlebitis; the clot formation extends in the 
same manner; the bacteriological findings are practically the same; the 
same variability in the clinical picture exists in both, and the mortality- 
rate is practically identical. The most important diagnostic feature is 
unquestionably the occurrence of rigors. Williams states that the occur- 
rence of frequent rigors and a hectic temperature render-the diagnosis 
fairly probable, which becomes assured whenever the thrombosed vessels 
can be palpated as irregular worm-like masses high up in the outer portion 
of either broad ligament. The next most important symptom is the 
marked elevation and depression of temperature within twenty-four hours. 
Pain is usually absent especially in pure septic thrombophlebitis. The 
frequency of the disease may be fairly well estimated. Williams finds that 
thrombophlebitis is present in one-third of all cases dying of puerperal 
sepsis. If operation is to be of any use it should be undertaken early. 
Practically all agree that inflammatory exudates contraindicate operation, 
owing to the probability of lymphatic involvement and peritonitis. Slight 
metastatic changes in the lungs have not been considered a contraindica- 
tion, unless pneumonia or abscess is present. The case is then hopeless, 
the same being true of kidney abscesses and endocarditis. Cava throm- 
bsois is, as a rule, a late complication. In the reported cases the duration 
of the infection varied from 32 to 54 days. It may develop early, but not 
often, which furnishes another incentive for early operation. Trendelen- 
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burg believes it possible even to ligate the vena cava above the thrombus 
and thus save patients; in fact, he has recently successfully tied this vessel 
in an acute case, and states that the venous stasis was no more after than 
before ligation of this main venous trunk. The vena cava has been 
repeatedly tied successfully while removing renal tumours. The trans- 
peritoneal route is the one advocated. C.N.L. 


Infection of the Child with Vaginal Organisms of Mother, and 
Secondary Infection of the Mother. 

LINDEMANN and Noack (Zent. f. Gyndk., Nr. 30, 1912) refer to the work 
of Bonhoff and Esch, who stated that a lethal meningitis in the infant might 
be caused by aspiration of vaginal organisms through the Eustachian tube 
into the middle ear. Lindemann and Noack have carried on observations 
along the same lines. They made cultures in cases of puerperal mastitis, 
stomatitis, vulvitis and mastitis neonatorum and also from the mouths of 
newly-born children. In two cases of puerperal mastitis they found staphy- 
lococcus pyogen. aur. hzemol. almost in pure culture both in the breast and 
the vagina. They also found in the mouth of children who were just born 
a similar organism. In three cases where the mothers were fevered, they 
found in two an anhzemolytic streptococcus in the vagina of the mothers 
and in the mouths of the children, and in the other a strongly haemolytic 
streptococcus. A similar identity of the organisms in child and mother 
they found in mastitis neonatorum and in stomatitis combined with vulvitis. 
They have never found bacilli in the mouth of the child and this they con- 
sider surprising in view of the discovery by Moro of bacilli in the second 
meconium motion (colon bifidus and acidophiles). oy 


Benign Tumour of Placenta. 

PLaucHu (Revue Mens. de Gyn. d’Obst. et de Ped., Sept. 1912) gives 
details of a case of a benign tumour of the placenta which occurred in a 
woman of 20 years, 7 months pregnant. She showed marked enlargement 
of the abdomen, with pain, and with frequency of micturition. On 
examination, the foetus could not be felt nor were heart sounds heard 
owing to the large amount of liquor amnii. On account of the symptoms, 
the membranes were ruptured and nearly 4 litres of amniotic fluid escaped. 
The foetus was subsequently born alive but died on the 2oth day from 
inanition. 

The placenta was delivered 2 hours after the child and weighed 340 gm. 
It showed on the maternal surface a tumour the size of an orange which 
shelled out easily. It was merely held in place by a few large vessels and 
connective tissue. The tumour was hard and smooth and displayed some 
dark heemorrhagic areas. Microscopically, there were large dilated capil- 
laries and, in places, inflammatory round-celled infiltration. On the whole, 
the condition appeared to be a chorio-angeio-myxoma of the placenta. 

Quoting Briquel’s observations in recent cases these tumours cause 
premature labour in 25 per cent. of cases and foetal death in 33 per cent. 


Fractures of the Humerus in Children born spontaneously in 
vertex presentations. 

F. Jicer (Gynekolog. Rundschau., 1912, Heft 14). Fortunately, — 
spontaneous fractures in vertex presentations occurring during spontaneous 
birth are rare. he clavicle is the bone most frequently broken in the 
upper extremity. Muus examined 1700 children and found fracture of the 
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clavicle in 1°3 per cent. of them. Fractures of the upper limb are more 
frequently met with than in the lower. Birnbaum considers that this type 
of fracture occurs principally in normal labours and that they are due to 
abnormal fragility of the bones. Stuhl had a case in which, in addition to 
forceps traction, he had to employ traction with the finger via the posterior 
axilla in order to accelerate delivery; fracture of the child’s humerus 
resulted, owing to the manipulative interference by the finger. Engel 
recorded 100 cases of bone injuries to the child at birth, among which three 
were instances of fracture of the humerus in vertex presentations. 

The author cites two cases of vertex presentations and spontaneous birth 
in which fracture of the humerus occurred :— 

Case 1. Primipara. Normal pelvis. 1st vertex presentation. Spontane- 
ous birth of the head. Fracture of right (anterior) humerus. No ascertain- 
able cause of injury was to be found. 

CASE 2. Primipara. 1st vertex. Normal pelvis. Anterior shoulder 
followed spontaneously after the head was born. Manual traction in an 
upward direction to facilitate delivery of posterior shoulder and trunk. 
Fracture of right arm as it passed under symphysis, hand lay near the 
shoulder. Weight of child 1400g., length 55 cm. 

In case 2, the one hand of the midwife produced traction upwards of the 
head while the other protected the perineum. The effort to protect the 
perineum tended to constrict the outlet of the soft parts, and more room was 
taken up by the child’s arm, which lay beside the shoulder. The fracture 
was due to faulty manipulation. 

Traction on the head after it is born spontaneously, or traction on a 
delayed posterior shoulder is liable to produce fracture of the humerus. 
There is also a danger of fracture occurring in cases of contracted pelvis, 
rigidity of the soft parts, presence of a large child with or without undue 
brittleness of bone as the limb passes under the symphysis. The onset of 
violent pains, or the rapid descent of the child through the pelvis, are said 
to cause fractures in some cases. Similar injuries have been known to 
occur where no manipulative interference was exercised. 

The treatment of the injured arm consists in bandaging according to 
Dessault’s method; every five or six days the bandage is changed and 
reapplied. Stuhl recommended extension according to Bardenheuer’s 
method. 

From the medico-legal aspect, these cases are important, as occasionally 
these fractures may occur in spite of all care. It is therefore most essential 
to examine the extremities of the child born spontaneously for signs of 
fracture and movement. J.S.Y. 


The Prophylaxis of Ophthalmia Neonatorum. 

LEHLE (Miinch. med. Wochensch., Oct. 1912) reviews the different 
methods of treatment since Neisser’s discoverey of the gonococcus. Credé 
was the first to employ a solution of nitrate of silver, but its use gave rise 
to considerable irritation. In 1899 Krénig introduced argentum aceticum 
in 1 per cent. solution. Zweifel reported that out of 6,038 cases he had a 
morbidity of 0°23 per cent. in contrast to 062 with nitrate of silver. It had 
to be carefully used and sometimes it gave rise to blepharitis. v. Herff 

introduced sophol with excellent results. Lehle employed three different 
remedies in his klinik : 1st, argentum nitricum, which he used only in 25 
cases and gave it up on account of its irritating qualities; 2nd, argentum 
aceticum. He found 35 per cent. of cases showed signs of irritation in the 
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form of redness and swelling; 3rd, sophol solution. Only in 8 per cent. 
were there traces of slight irritation. He gives his conclusions as follows : 
The use of nitrate of silver is obsolete because of its irritating qualities. 
Argentum aceticum, although better, gives rise to a certain amount of 
irritation, pain and swelling. Sophol is the most perfect prophylatic 
remedy for ophthalmia neonatorum. The advantages of sophol are 1st, its 
bactericidal properties; 2nd, the absence of irritating qualities and pain; 
3rd, it can be easily used by midwives. It is also safe and durable. Lehle 
thinks that its use should be made compulsory in the midwifery schools 
of Germany. J.A.C.K. 


Intracranial Hemorrhage from Laceration of the Tentorium as a 
cause of death in the newborn and the suckling. 

BENTHIN (Monatssch. f. Geb. u. Gyn., Bd. 36, Hft. 3). In 1910 Beneke 
described this accident as by far the most frequent form of intrameningeal 
haemorrhage occurring as a trauma of birth. He found the severest form 
of rupture in stillborn children after difficult labour, or those born in 
asphyxia, which likewise speedily died. But at the same time he was able 
to show that the accident also occurred in spontaneous, normal delivery, 
even in premature cases. Several observations on the subject have been 
published since, and so the author has paid particular attention to the 
sectio of all infants which succumbed after birth, or which were still-born 
in his clinic. He has found amongst these ten cases, in which the cause 
of death was certainly this condition, and he publishes in this paper notes 
of the leading features of each case, both as regards the delivery, the state 
of the infant after birth, and the results of the examination, and discusses 
the nature of the forces which produce the trauma, and their mode of 
operation. W.R.P. 
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